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Pulmonary tuberculosis has always been 
considered a medical disease. So far noth- 
ing has been found in the domain of thera- 
peutics that will definitely, or with any de- 
gree of certainty, influence the progress of 
the disease, except p'acing of the patient 
in absolute rest and generally building up 
his strength and resistance. If the treat- 
ment failed, it was considered that the 
patient did not have it in him to come back. 
In the presence of complications vitally 
affecting the health and life of the patient, 
we usually stood by, treated the patient as 
best we could symptomatically and hoped 
that the worst would not happen. 


Little by little, surgery has conquered 
tubercular disease in every other region of 
the body, but not pulmonary tuberculosis. 
We have learned, however, that the only 
reason for this was the difficulty of appli- 
cation of the surgical principles of rest to 
a lung kept constantly in motion in order 
to maintain respiration, and kept constantly 
on the stretch by the negative pleural 


*Read before the Orleans Parish Medical So- 
ciety June 22, 1931. 

+From the Department of Surgery, Tulane 
University of Louisiana Graduate School of 
Medicine, and the Department of Surgery, Hotel 
Dieu. 


pressure. One obstacle after another, how- 


ever, has gradually been overcome, so that 
now every medical man intelligently treat- 
ing tuberculosis realizes that there are 
times when he can get very valuable help 
from the surgeon, and no tuberculosis hos- 
pital is complete unless it contains within 
itself, or has immediately available, a sur- 
gical group with all the facilities for doing 
every shade of pulmonary and thoracic 
surgery. 


The most genera’ly used and usually 
the first procedure of a surgical nature 
employed is artificial pneumothorax. 
Although advocated and used by Forlanini 
in the early 80’s it was little known to 
the medical profession of the country 
at large before the World War, but 
came very rapidly into general use in 
America short'y afterward, and is now 
being employed in suitable cases by every 
one treating tuberculosis. In the course of 
treatment by pneumothorax the roentgen- 
ray check up will show that in some cases 
as the lung is compressed or draws away 
from the chest wall, there may be adherent 
areas of greater or lesser extent which pre- 
vent the complete or more thorough col- 
lapse of the lung. The resu't is that the 
adherent portion of lung may be stretched 
into a band of varying length and width, 
sometimes amounting to only a thin ribbon 
or string. These strands of lung tissue have 
been the subject of considerable thought and 
consideration. Jacobeus of Stockholm has 
invented a very ingenious instrument, which 
works like a cystoscope, is introduced into 
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the pneumothorax cavity through a trocar 
passed through the chest wall and by means 
of it these bands are cut with a low current 
electric cautery. A few men have been so 
bold as to advocate, and a still smaller 
number to practice, open exposure of the 
pleural cavity and incision of these bands 
under direct vision. The advantage of open 
exposure is that any hemorrhage occurring 
can be immediately taken care of. Very 
little, however, of this work has been 
done in the past, because of the fear of 
contaminating the pleural cavity and pro- 
ducing a purulent empyema. 


In a recent article! I. described a treat- 
ment for empyema as applied to thirty-five 
consecutive non-tubercular cases, consisting 
of aspiration and air replacement without 
drainage, with uniformly good results. 
Among other things, I stressed two points. 
First, that empyema usually resulted from 
the spread of infection into the pleura from 
an adjacent structure, such as the lung, 
etc. Second, that no matter what treatment 
was employed, pus would continue to re- 
accumulate as long as the infecting focus 
was still feeding infection into the pleura. 


With these introductory remarks, I will 
proceed to describe the following case: 


CASE REPORT. 

Sidney Bourgeois, aged 21 years, was first ad- 
mitted to the Hotel Dieu August 15, 1928, with 
a history of being sick three years, beginning with 
a cold and a bad cough which had persisted since. 
He had lost twenty pounds in weight. Two years 
before admission he had a severe coughing spell, 
following which and up to the time when seen, 
he would get out of breath on the least exertion. 
A diagnosis of tuberculosis had been made on 
him and he had had the usual rest treatment with- 
out any improvement. He brought with him a 
roentgenogram of his chest taken a few days be- 
fore which showed both fluid and air in the right 
chest cavity with considerable fibrosis and retrac- 
tion of the right lung. Aspiration and air replace- 
ment was done on him, the chest cavity being en- 
tirely emptied of thick creamy pus, which con- 
tained large numbers of streptococci, bacilli of 
influenza, and pneumococci. The cavity rapidly 
refilled and in the course of 26 days his right 
chest was emptied five different times. In addi- 
tion to the organisms named, tubercle bacilli were 


found a number of times after the first aspiration 
and at times in large quantities. A study of the 
roentgenograms taken after the cavity was emp- 
tied showed a narrow process of lung resembling 
the spout on a coffee pot binding the lung across 
the empyema cavity to the chest wall. Recent 
experience in the treatment of a considerable 
number of empyema cases led us to the conclu- 
sion that the cavity was refilling with pus so 
rapidly and in such quantity that this must be 
due to an opening in the lung surface which was 
feeding his empyema, and that everything being 
equal, this opening probably was situated in the 
stretched portion of lung tissue just referred to. 
Wisely or not I decided that if this process of 
lung tissue could be cut away from the chest 
wall and permitted to retract, it might result in 
early closure of the opening and stop re-infection 
of the empyema cavity and thus permit a cure 
of his empyema. This was explained to him, and 
on September 12, 1928, under paravertebral anes- 
thesia, an extensive intercostal incision was made 
in the fourth intercostal space with its middle in 
the posterior axillary line. The tissue band was 
readily located and by means of a curved scissors 
guided by the finger it was cut away from the 
chest wall rather at the expense of the parietal 
pleura than of the tissue itself. The tissue pro- 
cess dropped back on the lung, the lung itself re- 
tracted somewhat, all without any pain or dis- 
comfort to the patient. The intercostal incision 
was now closed tight with three rows of 
sutures, and as pus re-accumulated it was re- 
peatedly aspirated and replaced with air. The 
wound leaked a little a few times when he filled 
up and required aspiration, but finally healed 
completely. There was never any drainage of 
any consequence through it. The empyema cavity 
gradually became smaller until finally it reached 
the stage where it was quite stationary for @ 
period of a month or more. It was felt that a 
phrenicectomy might help to obliterate the cavity, 
and this was therefore done on August 26, 1929. 
The cavity got rapidly smaller after this procedure 
and finally completely closed. Both roentgeno- 
grams and needle punctures were now repeatedly 
negative for fluid. As his cavity diminished in 
size, his general condition improved, and he 
weighed more than he had ever weighed before. 
He was kept in the hospital for several months 
after being apparently well, in order to make 
sure that his empyema was finally cured. He had 
practically no cough when he left the hospital on 
April 7, 1930, tubercle bacilli could not for many 
months be found in his sputum, and he has been 
well ever since. 


Here was a case of pulmonary tuber- 
cu'osis complicated with pyo-pneumotho- 
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rax, in which smear and culture showed a 
mixed pyogenic infection. This is a most 
formidable complication, for which the best 
authorities advocate tube drainage, prefer- 
ably closed drainage, and irrigation in some 
form. If after such drainage, the patient 
recovers from the initial acute septic pro- 
cess, shock, etc., the result is usually the 


development of a chronic empyema, with a 
more or less constantly discharging sinus. 
For this some serious surgical procedure is 
indicated such as thorocoplasty, which has 
its own more or less high mortality. 


In the light of my previous experience, 
I felt that I could control his empyema 
by aspiration and air replacement, and 
this I proceeded to do. The cavity con- 
tinued to refill so rapidly, however, that 
it was decided that he must have an 
opening on the lung surface which fed the 
empyema cavity with infection. I felt that 
everything being equal, this opening would 
probably be found in the stretched portion 
of lung. I also felt that this stretched band 
of lung tissue prevented further compres- 
sion of the lung which might be considered 
necessary to cure the tuberculosis later. So 
that there were two reasons for detaching 
this band from the chest wall if possible. 
The thing next to consider was the selec- 
tion of the procedure to be employed 
and the dangers involved. Not possessing 
a Jacobeus apparatus, the only thing left 
was a consideration of free opening of the 
chest cavity. There was no fear of an 
open pneumothorax because the lung was 
quite fibrotic as shown by the roentgen-ray 
pictures and would probably not retract 
very materially. The two dangers then 
were hemorrhage and a resultant empyema. 
Hemorrhage I felt could be much more 
readily dealt with by freely opening the 
cavity than by any other method. The 
empyema with mixed infection he already 
had, so there seemed to be no reason 
to hesitate about going ahead. I decided 
that after that operative procedure I 
would close the chest wall by suture com- 
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pletely, and continue to treat the patient as 
though it were a fresh acute empyema case. 
This I proceeded to do with very gratifying 
results. When a point was reached where 
the cavity continued to very slowly refill but 
not diminish in size, I felt that the fibro- 
tic lung had expanded as far as it could 
and that something would have to be done 
to promote the reduction in the size of the 
cavity and final healing. I therefore de- 
cided on a phrenicectomy, intending, if this 
was not sufficient, to follow it up later by a 
thoracoplasty. The improvement after this 
phrenicectomy was so marked and so rapid 


that nothing further, however, had to be 
done. 


The progress and final outcome of this 
case brings out the following points: 
First, that by the aid of the aspiration and 
air replacement treatment, one may freely 
perform procedures within the chest cavity, 
even in the presence of empyema, feeling 
secure in being able to treat the resultant 
empyema, if any, after closing the chest 
cavity. Second, through this means many 
cases of tuberculosis which the surgeon in 
the past has been fearful of operating on 
because of the possible development of 
empyema will be brought within the field 
of safe operability and thus increase the 
number of lives saved in the final analysis. 
Third, I believe chronic empyema may be 
also treated by freely opening the cavity, 
treating the bronchial fistula that usually 
is found as a causative agent by suture, 
cautery or otherwise, closing the chest, and 
then treating the empyema cavity by aspir- 
ation and air replacement just as in the 
acute cases. 


In closing, let me take this opportunity 
to appeal to each and every one of you on 
behalf of the poor tuberculous patient. 


_ Years ago we were taught, and experience 


more and more bears out the fact, that 
most tuberculous patients died not of their 
tuberculosis but of secondary infections 
especially in their lung cavities and from 
septic pyothorax, etc. 
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Unfortunately, most of us, especially 
since the anti-tuberculosis movement with 
its segregation of patients, etc., approach 
a tuberculous patient almost as the ancients 
did leprosy, touching him barely with the 
finger tips, and occasionally with a steth- 
oscope, and feeling that there is something 
filthy and contagious about it. I may be 
wrong. I hope I am. But the fact is that 
we do not see our tuberculous patient as 
often as we shou!'d and do not actively fol- 
low what is going on in his chest. If he 
gets worse—well, he just did not have the 
resistance. As a matter of fact, when a 
patient gets worse, it is because of some new 
complication. And we are learning to deal 
successfully with many of these complica- 
tions, especially with surgery, so that more 
and more the only field of tuberculosis that 
belonged distinctly to the medical man is 
gradually being encroached on by the 
surgeon. I am firmly of the belief there- 
fore that more frequent and attentive obser- 
vation of our tuberculous patients would 
very materially reduce the present mor- 
tality from pulmonary tuberculosis. 


DISCUSSION. 

Dr. Ochsner (New Orleans): I think Dr. Danna 
is to be congratulated upon the results which he 
has obtained in this case, because the treatment 
of tuberculous empyema, especially those cases in 
which a secondary infection exists, is unsatisfac- 
tory. It is questionable, however, whether similar 
results could be obtained in a large series of cases. 
However, the treatment is rational and I feel that 
it certainly deserves a trial. 


The surgical treatment of pulmonary tubercu- 
losis is not a new chapter in the treatment of 
tuberculosis, but is an extremely valuable one. 
In considering surgery in tuberculosis it is im- 
portant to realize that surgical procedures are 
merely an aid and do not constitute the entire 
treatment. Surgical procedures are especially in- 
dicated in that type of tuberculosis in which there 
is a tendency toward fibrous tissue proliferation. 


It has been well illustrated in statistical analyses 
of cases operated upon that the parenchymatous 
type of tuberculosis is not well suited for surgical 
procedures, but that in the fibroid type of phthisis 
some type of surgical collapse is especially indi- 
cated. In a series of 35 cases operated upon in 
Sauerbruch’s clinic in which the lesion was large- 
ly of the fibrotic type, 40 per cent were cured, 


34 per cent were free of tubercle bacilli, 17 per 
cent were better, 3 rer cent were unchanged or 
worse, in 3 per cent there was an immediate mor- 
tality, and in an additional 3 per cent there was a 
late mortality. In contrast to the results obtained 
in a group of 39 cases in which the tuberculous 
lesion was largely of the exudative type: none 
were cured, 13 per cent were free from tubercle 
bacilli, 15 per cent were better, 18 per cent were 
unchanged or worse, there was a 25 per cent early 
mortality, and a 29 per cent mortality. 


There is one more point which I should like to 
emphasize and that is the fibrotic type of pul- 
monary tuberculosis in which there is cavitation, 
there also occurs secondary infection. Frequently 
in this type of patient the secondary infection is 
responsible for the continuation of the symptoms. 
In such a case repeated introductions of iodized 
oil are efficacious in controlling the secondary 
infection. 


Dr. Shirley Lyons (New Orleans): I think Dr. 
Danna is to be congratulated on his results in this 
case. Even though the results in the next few 
cases are not so brilliant, he would still have a 
very satisfactory batting average. 


Surgery holds out much promise in certain 
cases of pulmonary tuberculosis. As early as 1848 
James Carson, addressing a meeting of Phthisiol- 
ogists, made the statement that, in his opinion, 
if ever pulmonary tuberculosis was to be con- 
trolled, it would be by mechanical means. In that 
statement he brought forth the idea of surgery. 
Very little advance was made with the idea until 
1895, when John B. Murphy reported a number 
of cases where artificial pneumothorax had been 
used in the treatment of pulmonary tuberculosis. 


Much progress has been made from that time 
by surgeons. We have been rather slow follow- 
ing up in this country, but it seems as if the 
time has arrived when we are to make rapid prog- 
ress in this field of surgery. Tuberculosis is a 
great field for surgery and I am looking forward 
to the future with much encouragement. 


Dr. Robbins (New Orleans): I think that the 
presentation of the surgical treatment of tubercu- 
losis before this body is certainly one that should 
have been brought long before to our presence and 
I think that Dr. Danna is to be congratulated 
upon breaking the ice upon this important aspect 
of the treatment of tuberculosis. 


However, in our enthusiasms, we are some- 
times liable to overlook a few important facts. 
Dr. Danna, I think I am quoting him. correctly, 
says the time will come when most cases will find 
their way to the surgeon and the medical field 
of usefulness will be greatly lessened. This is 








DANNA—Surgery Can Save Certain Cases in Pulmonary Tuberculosis 


probably merely the remark of an enthusiast in 
his field. All men who do a great deal of tuber- 
culosis work are convinced, and even surgeons 
like Alexander and Nagle, who have devoted a 
great deal of time to tuberculosis, are convinced 


that all patients should first be given the benefit 
of medical treatment. Treatment of tuberculosis 
medically or surgically means one thing—absolute 
rest. Sometimes sufficient rest comes by lying 
in bed, sometimes by artificial pneumothorax. In 
recent years, we have been greatly benefitted by 
phrenic nerve operation and, of course, the closed 
thorcorlasty has come into vogue in recent years 
in larger numbers. 


But we must not forget that surgery in the 
hands of skillful men is not surgery in the hands 
of the general man and, if we can still employ 
mechanical aids that do not require great skill, 
I certainly think we must insist they be used. 
Remember, in the light of fact, we have had 
great help from them up to now. 


It has been said this evening that pneumothorax 
treatment, because of necessity of constant refills, 
may tend to give the patient an empyema. I don’t 
think we see so much empyema as a result of 
pneumothorax. Now for the phrenic nerve oper- 
ation. This operation, it is true, in the hands of 
men like Dr. Ochsner is an excellent procedure. 
But quite a few calamities have been reported as 
a result of the phrenic nerve operation from error 
in getting the wrong nerve. Also,.digestive dis- 
turbances have resulted from cutting the left 
phrenic nerve. These things must not be lost 
sight of. When these waves of enthusiasm come 
and everyone begins to do surgery, there will be 
too much surgery done. As I previously remarked, 
in the treatment by all men, both surgical and 
medical, the first thing the patient should be given 
is the benefit of rest in bed. Only recently it was 
reported that cavities, large cavities, were healed 
by natural means and without the help of pneu- 
mothorax. The cavities were shown to diminish 
in size and to disappear. It was also shown that 
tuberculosis and even moderately far advanced 
cases when followed carefully by serial roentgen- 
ray studies, actually showed resolution, a thing 
we did not think would occur a few years ago. 
Healing by resolution actually takes place instead 
of fibrosis. 


I think we should all take the stand that sur- 
gery has left an important and indelible impress 
on the treatment of tuberculosis and has a decid- 
ed place, as statistics go to prove very forcibly. 
But we must not lose sight of the fact that the 
treatment of tuberculosis is medical and that 
only after a case does not yield to medicine must 
we resort to surgery. 
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Dr. Dempsey (New Orleans): The papers of 
Dr. Danna and Dr. Ochsner are encouraging to a 


considerable extent. The generosity of these two 


recognized leaders in surgery, who have given 
of their time and experience, should indeed be com- 
mended. I feel that everyone here tonight will 
admit that, in the presentation of these two trea- 
tises, important and useful data has been supplied 
for the welfare of the advanced tubercular. 


A mere three years is too often the life span 
of the tuberculosis patient. Despite the concen- 
trated effort of thousands of medical men and 
trained technicians, to say nothing of the millions 
of dollars that have been spent in educational, 
preventive, and curative activities, I do not think 
there has been a 2 per cent decrease in the dis- 
ease itself. What reductions have from time to 
time become manifest may be attributed in the 
majority of instances to the categorization of 
tuberculosis cases as pneumonia, heart disease, 
nephritis, etc. 


The most effective means at our disposal today 
is surgery. Medicine, properly so-called, has 
done as much as is possible to do within its scope. 
Only surgery can accomplish what remains to be 
done. 


In my opinion, the employment of surgery is 
an advanced step in the progression of tubercular 
treatment. Most of you will no doubt recall that 
at one time a hypodermic of morphine was the 
only thing that could be given a tuberculous pa- 
tient, and that it was difficult to get the medical 
man to frequent the tuberculosis ward. You no 
doubt remember what a difficult task it was to 
procure a nurse for the service, and with what 
dearth of enthusiasm the interne fulfilled an as- 
signment to take histories or make examinations 
in a tuberculosis ward. 


But today such a condition of apprehension 
exists no longer. In fact, it has become well-nigh 
axiomatic that the surest place NOT to get tuber- 
culosis is in a well-regulated hospital for tuber- 
culosis. So also will it become customary in the 
future to employ surgery as an arrestive or cura- 
tive means, where medication has proved ineffi- 
cacious. 


In conclusion, I should like again to congratu- 
late Drs. Danna and Ochsner on the informative 
value of their papers. 


Dr. Danna (closing): I hope nobody has in- 
terpreted what I said to mean that we should 
open up the chest of every tubercular case any 
more than Dr. Ochsner implied you should do a 
thoracoplasty on every patient with pulmonary 
tuberculosis. 
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I want to bring out first, that this case, a few 
years ago, would have been allowed to die with- 
out anything being done for him. Second, that 
with the aid of aspiration and air replacement 
we were able to do an open operation and remove 
the cause of his pyopneumothorax without the 
fear of a probable chronic empyema, which would 
have been a very serious additional complication. 
Empyema complicating tuberculosis is now usual- 
ly treated by drainage, mostly by closed tube 
drainage, occasionally by open drainage. The con- 
sequence is that a large number develop chronic 
empyema. This means a large pus cavity, which 
does not drain well, gives septic symptoms, and 
finally wears out the patient’s resistance. The 
result is a large cavity in his chest that is not only 
pulling down his strength but making him an 


easier pray to his tuberculosis, and the patients 
usually die. 


These cases of chronic empyema can be cured 
by thoracoplasty, but, as Dr. Ochsner will tell you, 
thoracoplasty is a very serious surgical procedure. 
There is a certain mortality in the operative pro- 
cedure itself. I believe that with the help of 
aspiration and air replacement as used in this 
case, we are able to operate on certain patients 
on whom we could not otherwise operate safely, 
and I believe there is little danger of develop- 
ment of chronic empyema. I was in a quandary 
for a while during the progress of this case about 
the contradictory principles involved in the treat- 
ment of empyema on the one hand and the treat- 
ment of tuberculosis on the other; whether we 
wanted the empyema cavity to close and heal, or, 
in the treatment of tuberculosis, whether we want- 
ed to get the lung compressed, whether we want- 
ed to maintain pneumothorax. In order to do the 
latter, I made my aspirations not so frequent as 
I ordinarily would, and on some occasions I put 
back more air than we got back fluid, the idea 
being if that lung was going to expand, to make 
it expand slowly so as not to produce any expan- 
sory pull on the lung tissue and not stir up the 
tuberculosis process into activity. 


I was very much encouraged by the fibrous pic- 
ture of the lung. As time went on, there was 
more and more fibrosis in the lung, which, as 
Dr. Ochsner brought out, is a favorable condition 
and which is responsible for the fact that the 
patient got well. 


I will agree that if we took one hundred cases 
of pyopneumothorax complicating pulmonary tub- 
erculosis we probably would have to do a thoraco- 
plasty on maybe fifty of them—they would not 
get well with simple aspiration and air replace- 
ment. In fact, I expected to have to do a thora- 
coplasty on this case, but he got well before it 
was necessary. I certainly hope Dr. Robbins does 


not think I am going to advocate turning over 
the tuberculosis wards of Charity Hospital to 
surgery. Medical treatment cures a great num- 
ber of cases, and, if the medical man is interested 
in the work and will see his patient frequently 
enough and watch for complications, I say that 
is fine, that is the thing to do. But he should be 
in a position to handle any possible complication. 
He should not only have an open mind and call 
in a surgeon when necessary, but he should be 
in contact with a surgical group that is thorough- 
ly equipped to do anything under the sun in the 
shape of surgery either on the lung or thoracic 
cavity. You want the very best surgical help you 
can get. 


I am glad Dr. Dempsey brought out the fact 
that while the mortality from tuberculosis dimin- 
ished rapidly during the course of the tubercu- 
losis campaign, there has been very little diminu- 
tion in recent years. The object of my remarks 
has been to try to find one avenue through which 
we can diminish the mortality to at least a cer- 
tain extent. 
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THE RUPTURED APPENDIX AND ITS 
MANAGEMENT.* 


J. C. WILLIS, M. D., 
SHREVEPORT, LA. 


In dealing with the subject of appendi- 
citis I think there are two points so obvious 
that we can all agree without question; 


first, that the anticipated reduction in the 
mortality of appendicitis by improvement 
in technic developed through surgical ex- 
perience has not been fully realized, for, 
as a matter of fact, there is an abundance 
of evidence at hand to prove that the mor- 
tality is still on the increase. Nevertheless, 
we were not quite prepared for the report 
recently issued by Dr. Frederick Hoffman, 
the distinguished medical statistician, of 
the Prudential Life Insurance Company, in 
which his investigations showed that within 
the past 19 years the death rate per 100,000 
population in 60 of our largest cities has 
increased from 13.3 to 18 per cent, and in 





*Read before the. Louisiana State Medical 
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one of our Southern cities the actual death 


rate was 70.9 per 100,000. These figures, 
as humiliating as they are, fairly represent 
the conditions as to the mortality of ap- 
pendicitis in this country at this time. As 
far back as 1915, the late Dr. John B. 
Murphy, a few months before his death, 
made the unqualified statement that the 
death rate from appendicitis was almost 
criminally high and should be reduced, and 
as yet the answer has been a steadily in- 
creasing mortality. The most natural ex- 
clamation is why and what is to be done 
about it? All interested parties, the public, 
the great life insurance companies who pay 
the bills, public health associations, the 
entire medical profession itself and in fact 
the whole country is beginning to take 
notice and beginning to wonder why, after 
having reduced the mortality of practically 
every other acute disease, we cannot reduce 
the mortality from appendicitis? 


My second proposition is that in an 
otherwise healthy individual the mortality 
from an acute attack of appendicitis 
properly operated upon at the proper time 
would be almost a negative quantity. This 
statement can be verified by investigating 
the records of most any class A hospital in 
this country. So, evidently our increasing 
mortality is due largely either to the physi- 
cal condition of the patient when he comes 
to us for operation or an error in judgment 
in the management of his case after he has 
become the surgeon’s responsibility. When 
we take into consideration that a very large 
proportion of those who contract appendi- 
citis are among the young, mostly children 
and young adults, who are practically free 
from those degenerative changes so com- 
mon among those past middle life which so 
often complicates any acute condition that 
may overtake them, we may largely exclude 
them from consideration in this connection. 
Evidently to meet this condition effectively 
at this time will require a very careful 
consideration and the co-operation of the 
entire profession, with the laity included, 
at least to some extent, along certain lines. 


519 


Dr. Fred C. Fisher, writing recently in 
the West Virginia Medical Journal, in 
making a plea for a reduction in the mor- 
tality of acute appendicitis, says that the 
entire study of this disease should be gone 
over and every phase in its entirety care- 
fully considered. Of course, the first 
consideration is that the family physician 
should insist upon an immediate operation 
for all of his cases of acute appendicitis, 
but unfortunately this alone will not suffice, 
for so often the family physician is called 
after delay and self-medication of castor 
oil or salts has converted a simple acute 
inflammatory condition to one of the most 
serious conditions that confront the oper- 
ating surgeon. So, the public should be 
taught with emphasis the danger of self- 
medication, especially in acute abdominal 
conditions. Hence, it would seem that 
the ruptured appendix and its complica- 
tions is the crux of the whole affair and 
is responsible largely for the mortality of 
appendicitis, all of which could be largely 
avoided, provided, of course, all acute con- 
ditions could be brought to an operation 
before this catastrophe has taken place. 
So, obviously under the present conditions, 
the first movement to reduce the mortality 
in question would be to increase the number 
of primary or early operations for acute 
conditions, and, second, to give more care- 
ful consideration to those who come to us 
after a rupture has taken place. I think 
one of the most common mistakes made is 
to follow the axiom, that on operation for 
appendicitis should be performed as soon 
as the diagnosis is made regardless of 
conditions. In my judgment that should 
be governed solely by the condition of the 
patient when first seen by the surgeon. 
This axiom, however, should apply not only 
to acute conditions but can usually be 
applied to very recent ruptures while the 
abdominal muscles are still more or less 
rigid, and can also be applied to those 
with a well circumscribed abscess with no 
evidence of a general peritonitis. On the 
other hand, those that give a history as a 








520 


rule of several days duration with dis- 
tended abdomen, thready pulse and often 
only one sound of the heart heard on 
ausculation, low blood prsesure, cold ex- 
tremities, especially when accompanied by 
a silent abdomen and diminished pain, call 
for the tentative non-operative treatment 
as advocated by Ochsner, which, if properly 
carried out, will assist very materially in 
reducing the present mortality of appendi- 
citis, for many of these cases can be tided 
over a crisis by this treatment that would 
have otherwise proved fatal and can be 
safely operated on at a later date. 


The Ochsner treatment without a doubt 
is the most valuable agent under these 
conditions, and its use will be the means 
of greatly reducing the mortality of acute 
fulminating types of appendicitis, and, 
those two great surgeons, whom many of 
us have had the pleasure to know and have 
profited by their teachings, Drs. A. J. 
Ochsner and J. B. Murphy, will be long 
remembered by what they have contributed 
by their genius to American surgery, but 
they will be immortalized by the Ochsner 
treatment and the Murphy drip. 


In dealing directly with the ruptured ap- 
pendix and estimating its hazards in its 
many different phases there are many 
things to be considered: for instance, the 
time that has elapsed since the rupture has 
taken place, the nature of the infection and 
the progress it has made as well as the loca- 
tion of the appendix within the abdomen. 
Infrequently the retrocecally displaced 
appendix, especially those placed high 
within the abdomen, are sometimes located 
well up under the border of the liver near 
the hepatic flexture of the colon. Others 
unfavorably located can be classed with 
those near the median line, frequently 
encased within the walls of the small 
intestines; then again you will find a per- 
forated appendix lying bare within the 
abdominal cavity with no apparent effort 
of nature to throw a protecting wall about 
the infected organ. All of these carry with 
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them their individual hazards especially 
after a rupture has taken place. 


Another consideration of special interest 
bearing on this subject of mortality is the 
nature of the infection or infections with 
which we have had to deal. It has been 
demonstrated that there are three out- 
standing bacterial species that may be in- 
volved in acute appendicitis. The most 
dominant, of course, is the colon bacillus. 
Perhaps the next is the green streptococcus 
(the hemolytic type fortunately being very 
rare as a primary infection). The third 
is the B. Welchii and there is an abundance 
of evidence to show that the percentage of 
mortality increases rapidly when more than 
one organism is involved in the infective 
process. 


It was not my intention in this paper to 
deal in a general way with the post opera- 
tive treatment of the ruptured appendix 
for I have nothing specially new to offer. 
First, what I wish especially to stress is 
some features of the operative procedure 
itself. I think the old axiom, when in 
doubt drain, should have no place in 
abdominal surgery. If the abdomen is to 
be drained it should be for a very definite 
purpose. Indiscriminate drainage of the 
abdomen is a poor substitute for good 
surgery. In the first place, it has been 
shown conclusively that it is impossible to 
drain the general peritoneal cavity, for 
the drains are encapsulated by adhesions 
within a few hours; furthermore, they 
invite secondary local infections and 
organized adhesive formation, and we 
should remember that the peritoneum has 
a dual capacity for the transudate and 
absorptive properties of the peritoneum 
are of like capacity, and when irritated by 
an infection the transudate, which is abund- 
atly excreted, contains not only fibrin and 
cells for walling off the infection, but con- 
tains a large number of antibodies with 
which to combat an infection, and if 
allowed by drainage to escape, you will 
be sacrificing the most efficient ally at 
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your command at the time most needed. 
Of course, this does not apply when we are 
not able for any cause to remove the foci 
of infection cleanly, for you are then deal- 
ing with an entirely different proposition. 
As a rule in our clinic, we have, for some 
time adopted a definite procedure, which, 
of course, is subject to individual condi- 
tions. As a rule we do not drain the 
abdomen following the removal of a gan- 
grenous appendix if it is removed cleanly. 
Neither do we drain ordinarily after the 
removal of a recent simple perforated ap- 
cvendix, but always look carefully for the 
small one or more fecoliths that are usu- 
ally incident to the perforation. Neither 
do we drain ordinarily the small circum- 
scribed abscess with wel! defined walls in 
which we are enabled to remove the ap- 
pendix cleanly with little or no debris or 
necrotic tissue within the cavity. In deal- 
ing with the absce:s we enclose it first with 
a coffer dam of moist gauze to prevent 
contamination in the free abdominal cavity. 
After cleansing it of its contents and swab- 
bing the cavity walls with equal parts of 
tincture of iodine and alcohol and cover- 
ing it with omentum, we close the abdo- 
me tightly without drainage as stated 
above. On the other hand we drain freely 
all cases in which from any cause we are 
not able to remove the appendix cleanly, 
and in large or multiple abscesses. With 
extensive involvement we drain them freely 
end with little or no closure, and in in- 
fected cases a splendid procedure, as first 
advocated by Dr. Maes of New Orleans, 
and which is especially adapted to elderly 
people with appendicitis, is the appendi- 
costal drainage via the cecal route. This 
you will find to be a splendid procedure in 
the cases which it is intended to serve. 


In regard to enterostomy in post opera- 
tive ileus this is a life saving procedure for 
this condition if done in time, but if you 
wait until peristalsis is arrested it is more 
than useless as you can drain only a small 
loop of the bowel which will not compen- 
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sate for the additional shock ‘you have 
necessarily given your paitent. 


The methods of drainage outlined above, 
which we have adopted in our clinic, has 
been brought about by a gradual evolu- 
tionary procedure on our part, by gradually 
draining less and less in infected cases, 


which has finally resulted in the procedure 
outlined above. The advantage of the non- 
drainage of the abdomen when the lack of 
it is not a menace to the life of your patient 
is obvious. There is less danger from a 
mixed infection with secondary abscess 
formation. The incidence of organized 
adhesions is reduced to a minimum, the 
abdominal wall is left stronger, the danger 
from ventral hernia, so common after 
drainage, is almost if not entirely elimin- 
ated. Not a single case of ventral hernia 
has occurred in any of our cases to this 
date that we have been able to trace 
although our cases will date back for more 
than three years. 


Hospitalization is reduced although we 
have not as yet been able to make as 
much reduction in hospitalization time as 
apparently we should and hope to do in the 
future, for in nearly all of our cases up to 
now, in spite of cur efforts to the contrary, 
superficial infection of the soft parts has 
developed, which necessitates a few days 
more of hospitalization than the ordinary 
simple case of appendicitis. 


DISCUSSION. 

Dr. J. A. Danna (New Orleans): I do not 
know of any subject which could be brought be- 
fore us that we ought to take more seriously than 
this. The first consideration is the one of early 
operation. The difficulty with the average man, 
or rather with the man who does not see much 
surgery, is that he frequently does not know 
whether the condition he is facing is appendicitis 
or is not. If he gets into the habit of waiting 
until he is sure, he is going to lose a great many 
cases that the man who takes the other extreme 
and practices immediate operation is going to 
save. The latter type of man is not going to 
have any very serious mortality, though he may 
do some unnecessary operations. In short, ap- 
pendicitis is a very serious condition, and my own 
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feeling is that when we have any suspicion, any 
suspicion based on material grounds, that we are 
dealing with it, we ought to do the bold thing 
and act on the suspicion, in other words, we ought 
to operate at once. The cautious man is going 
to lose cases that the bold surgeon is going to 
save. 


There is a special type of appendicitis which 
demands special consideration. I refer to the 
patient who has an acute pain and is rather ill 
for a day or two, after which his pain disappears 
and he feels much better; then the pain returns, 
and when the surgeon sees him he is acutely sick, 
distended, with a fast and thready pulse. That is 
the kind of patient to keep your hands off for the 
time being. Nurse him along until his condition 
improves, until his disease is localized, and then 


operate, but you will kill him if you operate at 
once. 


As to drainage, I think Dr. Willis is quite cor- 
rect in his contention that drainage should not 
be done unless definite indications for it exist. 
If you have an appendix that is gangrenous but 
that shows no evidence of a rent in the wall, 
then drainage is not indicated. But if there is 
a rent in the wall, if there is a slough, if there 
is a fecalith free in the peritoneal cavity, drain- 
age is surely indicated. In short, if there is any 
suspicion at all of pathology free in the peritoneal 
cavity, outside of the appendix, drainage must 
be done. 


As to ileostomy, surgeons are divided into two 
camps. One group will quote large series of re- 
coveries after the procedure, another group will 
tell you most of their cases have ended fatally. 
The explanation is that the first group does the 
operation frequently and in more or less mild 
cases, the other group does it only occasionally 
and always in more sexfous cases. With one group 
it is almost a routine procedure, with the other 
it is almost a last resort. The proper ground, of 
course, is midway between the two extremes. 


In closing, let me call your attention again to 
the fact that the mortality of appendicitis is rising, 
and that it has been rising for some years past. 
I believe the reason is that we do not take the 
disease as seriously as we once did, and for that 
reason I would advocate again what I said in the 
beginning, that this is one disease in which opera- 
tion is warranted on a well-grounded suspicion 
that it exists. 


Dr. J. R. Brown (Shreveport): I have had the 
pleasure of assisting Dr. Willis with numerous of 
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the operations he has discussed in his paper, and 
would add one thing which he fails to mention, 
that in his closure of the ruptured -appendix he 
uses interrupted sutures as an added support to 
the continuous sutures. 


Wih the permission of Dr. Willis I looked up 
the hospital records, and find that during the past 
2-3 years he has operated 31 cases of ruptured 
appendix, not including the group in which the 
appendix was not removed, but only drainage 
instituted. The ages of these patients ranged 
from 5 to 58 years. Twenty of these cases were 
closed without drains being left in, the remainder 
of eleven cases were drained freely. In each of 
the twenty cases closed without drainage the ap- 
pendix was not merely gangreous, they were also 
ruptured, and there was either free pus or ab- 


scess formation present. Of this group of twen- 


ty undrained rupture appendices, two presented 
no post-operative drainage, but progressed as in 
a simple appendix, the remainder, however, pre- 
sented a secondary drainage from the subcutane- 
ous tissue which was from 2-24 days in duration, 
with an average of 9 days, and the hospital stay 
days varied from 9 to 30, with an average of 
17 days. No case was discharged until the wound 
was clean and almost entirely healed. The mor- 
tality rate for the 31 cases was 12.8 per cent, 
but in the group not drained it was only 5.0 per 
cent. The single death occurred in a patient who 
was a chronic alcoholic. 


In general I might state that the post-operative 
complications are lessened in severity and number, 
also in no case has a hernia been noted following 
this procedure. 


Dr. J. A. Hendrick (Shreveport): I want to 
comment particularly on the type of case which 
exhibits a circumscribed abscess. The patient is. 
seen four or five days after the onset of the ill- 
ness, with a definite mass in the right side. The 
temperature is 100° or 102°, and the diagnosis 
is clear. I have looked up the last 11 cases of 
this type which I have seen, and in which I have 
used expectant treatment entirely. The patient 
is kept at rest in bed, with ice caps to the affected 
part, fluids freely given, pain is relieved, but 
nothing surgically is done unless the indications 
strongly warrant it. Ten of the eleven cases I 
mention have gotten along well on this treat- 
ment; one had to be drained because the abscess 
increased in size and began to fluctuate. In three 
cases a later appendectomy was done. If we 
handle these cases as we used to do, by immediate 
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operation, we are going to increase our mortality. 
The danger of sepsis and of rupture into the peri- 
toneal cavity must be considered, but I think it 
is over-rated. In my experience these abscesses 
rupture into the bowel if they rupture at all, not 
into the peritoneal cavity. Later, according to 
the indications, drainage can be done if the mass 
does not disappear in a reasonable length of time. 
After these symptoms subside the appendix should 
be removed and the procedure can be done as a 
clean operation with practically no mortality. 


In discussing acute appendicitis it is important 
to differentiate the two groups of disease which 
Wilkie first pointed out, and for which we owe 
him much gratitude. As he says, there is a type 
of appendicular disease which exhibits an acute 
inflammatory reaction and a type which is caused 
by obstruction. Patients with acute inflamma- 
tory disease die of complications but not of the 
original disease because the diagnosis is usually 
Patients with the obstructive type 
furnish more of a problem, and the difficulties of 
diagnosis are increased by the fact that this va- 
The pa- 
tients do not at first seem acutely sick. They 
have no fever, no leukocytosis, their chief com- 


very clear. 


riety is not emphasized as it should be. 


plaint is colicky pain. The physician frequently 
assumes that the trouble is not appendicitis, 
whereas it is really appendicitis of the most severe 
type. 
struction, perhaps by a fecalith, with narrowing 
of the lumen, and resulting gangrene and per- 
foration, which causes, in turn, a general peri- 
toneal infection. In the other variety there is an 
inflammatory exudate, perhaps abscess formation, 


These are the cases in which there is ob- 


but the process remains local. 


I am in entire accord with the plea for con- 
servative treatment in cases in which it is indi- 
cated; it is undoubtedly the method of choice 
where there is a beginning localization. But it 
requires a great deal of surgical judgment to de- 
termine that this is the case, and I really believe 
that the man who is not seeing enough patients 
to be ceftain of himself will obtain better results 
if he opetates routinely, though the man who is 
seeing enough cases to be able to form an esti- 
mate from’ the Clinical picture will save lives if 
he grou {his ‘cases into those in which the dis- 
ease is lo¢alizing and those in which it is not. 
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VERUMONTANITIS: ITS RELATION 
TO IMPOTENCY.*+ , 


L. B. MOSELEY, M. D., 


JACKSON, Miss. 


Realizing that impotence is only a symp- 
tom and not a disease, and that the patient’s 
diagnosis of his symptom is as good as the 
physician’s, it behooves us to make a 
complete and prolonged study if necessary 
to see if we cannot find an underlying 
cause. It is not more reasonable to pre- 
scribe for a patient with impotence without 
the proper examination, than it is to pre- 
scribe for a patient with a headache without 
examination of the optic disk. 


The diagnosis of impotence, per se, is 
quite a simple task; the patient will tell 
you that he is impotent. To determine the 
cause of the impotence the history is the 
most important factor. Naturally the his- 
tory should be as complete as possible, and 
while taking the history, an attempt should 
be made to localize the disturbance as 
nearly as possible, whether of the libido, 
the erection, or the ejaculatory center. The 
history should naturally be followed by a 
complete physical examination, supple- 
mented by blood and urine examination. 
Diabetes, nephritis and locomotor ataxia 
should be kept in mind. A special examin- 
ation of the genito-urinary tract-should be 
made and, unless absolutely contra-indi- 
cated, an endoscopic examination with 
especial attention to the condition of the 
verumontanum is indispensable. 


In this paper I shall not attempt to go 
into the many causes of that constant 





*Read before the Section on Surgery at the 
Sixty-fourth Annual Session of the Mississippi 
State Medical Association, Jackson, May 14, 1931. 


fIn the preparation of this paper I wish here 
to express my appreciation of the kindness and 
assistance of Dr. C. G. Holland, formerly of the 
Department of Urology of the Cleveland Clinic, 
and the Brady Institute of Urology, also Drs. Scott, 
McQuiddy and Collins of Birmingham. These gen- 
tlemen placed every facility at my disposal for 
study and observation. ; 








524 MOSELEY—Verumontanitis: 


terror and nightmare of the male mind, 
impotence, but shall try to limit myself to 
one of the main causes of impotence—that 
is, verumontanitis. 


Briefly, a word regarding the anatomy 
of the verumontanum. It is situated upon 
the posterior wall or floor of the prostatic 
portion of the urethra, as a narrow longi- 
tudinal ridge, formed by an elevation of 
the mucous membrane and its subjacent 
tissue. Normally it is 15 to 17 m.m. in 
length and about 3 m.m. in height, having 
2 clean, white glistening appearance, sup- 
plied with many blood vessels, lymphatics 
and nerve endings. According to Kobet, it 
contains muscular and erectile tissue. 


Neither the physiology or the pathology 
of the verumontanum has received the 
thorough attention it deserves. Most text 
books ignore the subject, or speak of it in 
very general terms. But we do know that 
in the presence of an otherwise essentially 
negative physical examination, that by the 
proper treatment of a pathological veru, 
most gratifying results are achieved, 
though it is doubtful whether verumon- 
tanitis is the cause or the result of the 
associated complaints. 


The general symptoms commonly asso- 
ciated with verumontanitis are those of 
sexual neurasthenia, such as impotence, 
premature ejaculations, pains over the legs, 
over the eyes, in the back and perineum; 
in fact, pains in any and all parts of the 
body, headaches, dizziness, vertigo, weak- 
ness, and a state of chronic nervous 
exhaustion, digestive disturbances, and any 
combination of symptoms, often amounting 
to symptoms of a psychic disturbance. 
Generally speaking, if the patient has 
general symptoms of verumontanitis, he is 
quite unhappy. 


The appearance of the pathological veru 
as seen through the endoscope is variable. 
It may vary greatly in size and color, rang- 
ing from a red, bleeding mass filling the 
entire endoscopic window, to a _ small, 
smooth pale mass of scar tissue, which 
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scarcely rises above the level of the urethral 
surface. 


In regards to the treatments of veru- 
montanitis, at the present time instillations 
and endoscopic applications are the most 
popular. If the posterior urethra and the 
verumontanum are congested, and give the 
impression of being boggy, perhaps in- 
stillations of a weak silver solution will be 
required before local applications of a 
stronger solution can be used. As soon as 
the very acute congestion has subsided the 
stronger solutions have the effect of making 
the veru and posterior urethra much less 
susceptible to stimulation. Some have gone 
so far as to cauterize the veru with an 
electric current, and some have practiced 
removal of the veru with a punch like in- 
strument. At the present time it is felt 
that the condition can be cured by less 
drastic measures. Erosions, ulcerations, 
and granulations are best treated by local 
applications of a strong caustic. 


The usually associated tender congested 
prostate, and seminal vesicals, should be 
treated by massage, most gently, once a 
week or more often is considered wise. 


After the treatment has been continued 
for several weeks, and we feel that the 
spinal centers have had adequate time to 
recuperate, and the local pathology which 
has been responsible for the impotence has 
been corrected, it is then very desirable 
that the patient’s first attempt at inter- 
course be successful. To obtain such a 
result it may be well to give a mild stimu- 
lant, such as strychnine or yohimbin, for 
a few days previous to the anticipated 
attempt. It is imperative, however, that 
the stimulant be discontinued after a few 
doses. 


The above treatment is effective whether 
the patient be partially or totally impotent, 
and even in functional impotence where 
there is no definite pathology present, the 
psychic effect is most desirable. The prog- 
nosis of impotence generally is good under 
the age of 45, and usually poor over the 
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age of 50 years. It is to be remembered 
that impotence is physiological before 
puberty and in old age. Where intercourse 
has been normal before the onset of symp- 
toms, and a history of the aforementioned 
etiological factors is given, the prognosis 
is good. It is especially good in those acute 
forms, in otherwise healthy individuals, 
when resulting from excessive coitus, un- 
gratified desire, withdrawal, and mastur- 
bation. 
deficient individuals the prognosis is poor. 


In inverts, perverts and mentally 


DISCUSSION. 

Dr. Edward W. Holmes (Winona): 
congratulate the doctor on his fine paper. 
joyed it very much. He has covered the subject 
thoroughly and I feel there is nothing I can add. 


I want to 
I en- 


In many cases impotence is not functional and 
I believe that it can be said that failure to relieve 
certain obscure sexual and urinary disorders can 
be traced directly to the verumontanum. 


Although the function of the verumontanum is 
still obscure it can hardly be questioned that it 
is an important factor in the sex life of man. 


In cases where the symptoms are referable to the 
posterior urethra and bladder neck and in which 
rectal massage, instillations, etc., do’ not give re- 
lief, a thorough urethroscopic study should be 
made for the trouble is likely to be found there. 


A complete history is very important and often 
gives very valuable information, for in impotence 
due to pathology in the vermontanum usually the 
first symptoms are premature ejactulations or 
insufficient erections, whereas in functional im- 
potence complete absence of erections is usually 
the first symptoms. An examination of the pos- 
terior urethra is the only reliable way to make a 
positive diagnosis and all gentleness and care 
should be used in this examination of trauma 
may give a false idea of pathology. 


With reference to treatment, I think it is wise 
to try local applications of caustics first, but when 
these fail surgical diathermy should be tried. 
This form of treatment will also help certain cases 
of functional impotency. 


Dr. Moseley (closing): I have nothing to add, 
gentlemen, whatsoever, except to thank Dr. Holmes 
very much for discussing this paper, and I thank 
you for listening. 


THE PRACTICE OF NEURO- 
PSYCHIATRY IN GENERAL 
HOSPITALS.* 


ISHAM KIMBELL, M. D., 


ALEXANDRIA, LA. 


Wise leadership by pioneers in the field 
of psychiatry has for a number of years 
been endeavoring to point out the neces- 
sity for bringing about a closer relationship 
between psychiatry and general medicine. 
They have brought forces to bear against 
the tendency to isolate psychiatry and these 
forces operating in society, in the general 
medical profession, and in our own 
special, have had an influence toward 
the elimination of this isolation which too 


long charactertized endeavor in the field 
of psychiatry. 


Psychiatry is a division of medicine and 
although it deals largely with deviations in 
personality it is concerned with the entire 
organism in al! of its aspects, physical, 
mental and social. 


There has been some diversity of 
opinion and some recent discussion as to 
the limitation of the scope of neurology 
and psychiatry. The opinion that neu- 
rology and psychiatry are so closely 
related as to be inseparable has led to 
the widespread use of the term neuro- 
psychiatry. In _ institutions where the 
staff is composed of specialists who de- 
vote their entire time either to neurology 
or psychiatry, it has been suggested that 
an attempt be made to study and divide 
the clinical material into clinical neuro- 
pathological and clinical psycho-pathologi- 
cal groups. Every psychiatric case should 
be examined by the neurologist and in- 
ternist and it has been contended by some 
that for practical purposes the larger 
institutions should have both neurologic 
and psychiatric clinics working hand in 
hand. 





*Read before the Louisiana State Medical 
Society, New Orleans, April 14-16, 1931. 
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The large modern hospital has the equip- 


ment, personnel and space necessary for. 


the study of organic neurology, endocrin- 
ology and organic psychiatric cases. Is it 
too much to hope that the day is not far 
distant when these hospitals will also set 
aside equipment, personnel, time and space 
to study behavior problems in children, 
child guidance, for the study and treatment 


of the psychoneuroses and for psycho- 
therapy? 


The hospitalization and treatment of the 
sick is one of the big problems confronting 
the American public today and a large part 
of this problem is the care of the mentally 
sick. Mental disease is widespread. There 
is an alarming increase in the number of 
patients in hospitals for nervous and 
mental diseases and it is apparent that if 
the admission of these patients continues 
at the present rate there will be in the year 
1934 more than half a million inmates in 
institutions for the care of nervous and 
mental disorders. 


Public health campaigns have done much 
to improve the efficiency of the American 
citizen and since it has been clearly demon- 
strated that public health and psychiatry 
have much in common it is not altogether 
improbable that we may some day find that 
a check has been placed on the ravages of 
mental diseases. It can be seen that the 
psychopathic department of a general hos- 
pital may play an important part in the 
general health of the community. In some 
localities the general hospital assumes the 
entire health program of a county, both 
physical and mental health, the social 
service department functioning as the 
medium between the patient, the com- 
munity and the hospital, rendering effective 
service in assisting in the home treatment 
of patients by interpreting the patient, his 
environment, his reaction to his environ- 
ment, and his financial condition to the 
medical staff so that it can comprehend the 
patient’s ‘true condition and advise the re- 
quired treatment. 


The growth of the American hospital and 
its expansion in a great field of usefulness 
has been amazing. It is true that much 
of this has been due to the demands of a 
so-called modern civilization has made upon 
the individual, but we are firmly convinced 
that the doctor is the most important 
factor, because of intelligent interpretation 
of medical facts to the public, and because 
of the correlation of scientific knowledge in 
its application to the needs of the individual 
by trained and experienced physicians who 
have realized their responsibilities and 
their opportunities. 


The large modern’ general hospital 
should be equipped to give service to an 
entire community and should have facili- 
ties for the care and treatment of every 
type of case, taking into consideration, in 
so far as it is possible, the economic neces- 
sities of all classes. 


Psychiatry has much to offer the gen- 
eral practitioner. It unquestionably has a 
splendid field of usefulness in the general 
hospital and the failure to take psychiatric 
conceptions into the field of general medi- 
cine undoubtedly impairs the efficiency of 
the physician. Mental factors in bodily 
disease often become a serious menace to 
the health of a patient, the physically sick 
frequently exhibit peculiar individual re- 
actions because of some unknown condition 
which is the etiological factor in the pro- 
duction of these abnormal mechanisms. 
The recognition and proper handling of 
this factor is a most valuable aid in the 
successful treatment of the patient, which 
can be accomplished in many instances by 
employing psychiatric methods. 


It is thought that the early objections to 
the introduction of psychiatry into our 
general hospitals were founded on miscon- 
ceptions. While we admit that it is quite 
necessary and desirable at times to place 
mental patients in special hospitals this is 
also true of almost all of the specialties. 


Psychiatry has made an important con- 
tribution to industry and its use in those 
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large general hospitals maintained under 
control of some of the large corporations 
undoubtedly would diminish the number of 
cases of compensation neurosis and per- 
form valuable service in the study and 
treatment of industrial poisoning and in 
the detection of malingering. The psychi- 
atrist is frequently consulted in the selection 
and in the management of industrial per- 
sonnel giving valuable supervision and 
assistance to individuals during their 
periods of adjustment and re-adjustment 
in the industry. 


Some of our medical schools do not 
have ready access to the larger hospitals 
for the care and treatment of nervous 
and mental disorders, although they do 
have an abundance of other clinical mate- 
rial in the larger general hospitals. 


The addition of psychopathic depart- 
ments in these general hospitals would 
give the medical student and the intern the 
benefit of some very essential training in 
an important branch of medicine. It would 
serve to point out the necessity for attention 
to the patients personality and environment 
as an essential factor in high class medical 
and surgical work, offering valuable train- 
ing for the psychologist, the social worker 
and the nurse. 


The modern general hospital with its 
splendid laboratory equipment including 
all that is necessary for the study of gas- 
tro-intestinal changes, the blood, the cere- 
bro-spinal fluid, bacteriology, metabolism, 
endocrine balance and others affords an 
opportunity for some research work in 
neurology and psychiatry. 


The movement which has been responsi- 
ble for the establishment of psychopathic 
departments in general hospitals has also 
been the dominant force in the increased 
emphasis which has been placed on the 
general medical and surgical work in our 
large mental hospitals. 


One of the most attractive features of 
the psychopathic unit in a general hospital 
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is the ease with which the patient may be 
transferred from the general medical serv- 
ice to a ward for the care of mental patients. 
Mental symptoms occur or may appear coin- 
cidentally with pellagra, infections, cancer, 
decompensated organic heart disease, the 
anemias, kidney disease, diabetes, the in- 
dustrial poisons, during the puerperium or 
post partum, in lung conditions, and in 
complications of surgical operations. These 
mental symptoms can be dealt with most 
expeditiously and efficiently, with less 
strain to the patient and with a minimum 
of disturbance when the general hospital is 
equipped with a psychopathic unit. We 
have frequently heard the parent or nearest 
relative state: “Oh, doctor! I am so thank- 
ful we do not have to send him to an insane 
hospital.” To many of the laity, mental 
disorder or mental disease is coextensive 
with insanity involving isolation in a 
public institution. They are unable to 
understand that the term insanity “is not 
a medical concept at all, but that it is solely 
a legal and sociological concept” and should 
be applied only to those patients who have 
been declared insane by due process of law. 
In some instances it is practical to treat 
these mental symptoms on the ward, or 
when the patient is transferred temporarily 
to the psychopathic department, the case 
may be followed by his own physician or 
surgeon much to the satisfaction of the 
family. 


The U. S. Veterans’ Bureau in its efforts 
toward rehabilitation and in the care and 
treatment of the disabled veteran is making 
a splendid contribution to psychiatry. It 
has dealt with the problems of thousands 
of neuropsychiatric patients, has profited 
by this experience and is making a practi- 
cal application of psychiatry in its general 
hospitals. 


The modern general hospital as operated 
by the U. S. Veterans’ Bureau, with the 
addition of a neuro-psychiatric service 
offers effective care for the nervous and 
mental patient. All diagnostic and treat- 
ment facilities, both in the matter of 
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personnel and equipment, which are an 
essential feature of these hospitals, are 
utilized in the interest of the mental and 
nervous patient. Introduction of this serv- 
icc into our general hospitals has involved 
few if any modifications in the internal 
organization of the hospital. The struc- 
tural arrangement of the part of the 
hosp:tal set aside for nervous and mental 
patients differs of course to some extent 
from the other departments but not as 
widely as current opinion would have it. 


The wards in Alexandria, La., for the 
care of psychotic patients provide the usual 
hospital facilities with special facilities 
for hydro-therapy, occupational therapy 
and other features required for the suc- 
cessful treatment of the mentally sick. 


During the first 14 months of the 
operation of the hospital we admitted 
687 and discharged 568 neuro-psychiatric 
patients. Included in this number were: 
100 psychoneurotics, 15 with endocrine 
dysfunction, 24 epileptics, 108 neurological 
cases, 112 psychotics and 107 without 
psychosis. The attached table shows the 
diagnoses and the number of patients in 
each group. During this period the neu- 
ropsychiatric department did 64 out-patient 
examinations and 668 intra-hospital con- 
sultations. 

DISCHARGED PATIENTS. 


Psychotics. 

BI IIE go cciccccniinenrcatennncsinninenorgntacomntlans 51 
I I os il Canncnhnpabectenecebpindantoeent 15 
NR EE CLE RON OE Ee OIE FRET 1 
Psychosis with mental deficiency...................... 3 
MUI src ccseeresscceione 17 
ee See 5 ais 2 
Chorea, chr. progressive—deterioration psy- 

ET BRIE ar CONT ee clonistedatigltia sd 1 
ES FI, I nin cec cer enesienpepeeepiermnenone 3 
Psychosis Intox. alchohol.......................--.-.-------- 4 
Puychosis' with pellagra................................-..--- 1 
Psychosis with cerebral arteriosclerosis............ 1 
Psychosis with multiple sclerosis.................-.-.-.- 1 
Pychosis with other diseases and conditions...... 12 
Paychoale With C. P. 1.-...-..-<----..-<8 iscsi essen eons ene 1 
Psychosis epileptic deterioration.....................--- 1 
Psychosis undiagnosed ...............-------1-----+-0++--++-+" 3 


(discharged to custody of nearest relative 
prior to completion of period of observa- 
tion). 


Without Psychosis 


Constitutional psychopathic states... 38 
mene NN ti A 64 
Chmenie  Gleetieiethe st ii li i) 16 
Mo ee eintaeipc cb ctenicabibis 4 


Undetermined N. P. condition (patients) left 
hospital prior to competion of period of 


elt ed cl EE ee dll allie 10 
Psychoneurotics. 
gp setelriasiich antec etna apna aeReiant aaa 66 
PS oe ee eae 29 
cay mae 2 Sn EE 12 
Epilepsy. 
pond ‘eel ee sa. 52 oo sconces os 
Endocrine Dysfunction. 
MN ig ilig hap biedinncnhouptnttinns 5 
TRL ALLL TE 3 
peer Geeremewen ...........................- 5 
Polyglandular syndrome .......................------------- 2 
Neurological Group. 

I chcwessatacia 13 
pee a es Sk 15 
EE a Scena LE 15 
A ERE IES AOA Sn 2 hone 3 
een IS ond 28 
Facial paralysis .............. ecidencitslbiseateesipee mas 6 
I I ah la 2 
COPORES BPEL SHMNTIG...~-—..- o-oo 50s. socccsorcenssoreee 38 
emer Eres Dareeee....—-. <5 e 2 
Be et 2 
SS SET RUSE ea Oe 4 
pepe Gives. .: en es 2 
Spinal progressive muscular atrophy................ 5 
Residuals of ant. poliomyelitis............................ 3 
gape ace hist ER aie Sia ae SSS aee ee eee 5 
Sciatic neuritis -.............. wiiielssvicibidintemauinsonmapdpenenttn 12 
ERLE EE TR ee ee ee 7 
hn Race nrotieenteoeens 8 
III. 35035053550... 1 
Chorea chronic progressive...................-.----------- 2 


In the psychotic group a large percentage 
of the admissions were acute cases. We 
have recently treated a number of acute 
schizophrenics returning them to their 
homes as soon as the acute process sub- 
sided. These patients were carried through 
to a conclusion of their illness with good 
insight and an entirely satisfactory adjust- 
ment. Where social service workers are 
availabe for follow up reports and when 
there are no environmental or other contra- 
indications this is considered good practice 
since it has been shown that the nature of 
schizophrenia, a withdrawal from the world 
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of reality, tends to fix the individual into 
an institutionalized adjustment from which 
it is very difficult to release him. 


We used malarial therapy in selected 
cases of dementia paralytica; 46 per cent 
of those treated were discharged and re- 
turned home mentally clear. In the neu- 
rological group we have seen a variety of 
most interesting clinica! material, including 
those cases of multiple neuritis which re- 
sulted from Jamaica ginger poisoning, the 
progressive muscular atrophies and dystro- 
phies; the multiplicity of lesions seen in 
chronic encephalities and cerebro-spinal 
syphilis, the syndromes of extrapyramidial 
disease showing abnormal movements or 
disturbances of motility, and the endocrine 
dysfunction have been of special interest to 
the entire staff. The psychoneurotics re- 
main a difficult group, it has been our 
observation here as well as elsewhere that 
they do not adapt themselves wel to hos- 
pital routine, that they do not co-operate 
well in occupational-therapy and that pro- 
longed hospitalization is not advisable. 


The treatment of psychotic patients in 
our hospital at Alexandria consists largely 
in occupational therapy, physiotherapy and 
symptomatic medication. We believe that 
the most practical therapy is that form of 
treatment which is adaptable to groups of 
patients and the general principles for the 
application of this treatment differs to no 
material extent in a general hospital from 
that in a hospital devoted exclusively to the 
treatment of neuropsychiatric patients. 


The neuro-psychiatric service here has 
been of benefit in frequent consultations 
with other members of the hospital staff 
and has served to influence other members 
of the staff to actively participate in the 
recognition of nervous and mental dis- 
orders. This has been accomplished by the 
presentation at staff meetings of carefully 
selected clinical material and by stating 
psychiatric facts and impressions in non- 
technical terms. The interest manifested 
in our specialty by the general medical 
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and surgical staff, their hearty cooperation 
and n:ost valuable assistance is one of the 
important and characteristic features of 
the hospital work in Alexandria, one which 
affords us much pride, satisfaction and 
pleasure. This close relationship between 
psychiatry and general medicine is what 
the psychiatrist is striving for. 


“The psychopathic department of a 
general hospital, adequately equipped with 
clinical and laboratory facilities, estab- 
lished on the same basis as a department 
devoted to any other medical specialty, is 
the visual embodiment of the modern atti- 
tude toward mental disorders; it brings 
this attitude home to layman and physician 
alike in the most direct and concrete way, 
eliminates the residuals of a mediaeval 
tradition and promotes in the community a 
wholesome and rational attitude toward 
mental disorders.” (C. Macfie Campbell, 
Mental Hygiene, 14:884. 1929.) 


DISCUSSION. 


Dr. E. McC. Connely (New Orleans): In re- 
gard to Dr. Kimbell’s statement that the problem 
of mental diseases is becoming of more and more 
importance to the community, I concur thorough- 
ly. Not only in the actual mental diseases, but 
we are coming to realize more and more that 
mental hygienic measures can and will help a 
great deal. 


A rsychopathic department in a general hospi- 
tal is a tremendous asset not only to the hospital 
in the handling of its cases but a tremendous 
asset to the community. We have many transitory 
conditions coming up coincidentally with general 
medical and surgical cases. We have many tem- 
porary mental derangements which are amendable 
to treatment, and we have many psychoneurotics 
which if taken and properly handled in their in- 
cipiency can be benefitted. 


Nowhere can these cases be handled as effec- 
tively or as conveniently as in a hospital. Obvious- 
ly, they are not cases for the psychopathic hos- 
pital, or rather for the insane asylum. They are 
all cases which should be given the benefit of 
medical care and the opportunity to get well with- 
out having the stigma of having been in an insane 
asylum attached to their names. 


So often mental cases in a general hospital 
even though they may be transitory conditions, 
will disturb physically sick patients and seriously 
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affect their chances of recovery, whereas if there 
is a special department were they may be taken 
they will not disturb the other patients and both 
the physically sick patient and the mental case 
benefits as well as the doctor who is treating the 
case. 


As I said before, so many mental conditions are 
transitory and the patients are entitled to a period 
of observation, to a period of treatment before 
being consigned to a state hospital, or being de- 
clared officially insane by the law. I personally 
think the time is coming when the law will require 
such a period of observation as only fair not only 
because we all of us make mistakes, sometimes 
even in the most obvious cases, but because a 
great many cases are not obvious, and to take 
these people, send them to a state hospital and 
declare them officially insane, only to find -out 
three or four weeks later that they are getting 
well and going to recover is a serious injustice 
to them and to their families, for unfortunately 
there is still quite a stigma attached in the lay 
mind to the term “insanity” and a man who has 
been in an insane asylum has difficulty finding 
work when he gets out, and the record will follow 
him throughout life and will be imprinted on his 
children. No matter what else may happen to 
him or what may happen to his children, it will 
almost always crop up. 


Of course, throwing mental cases indiscrimi- 
nately into the wards of the general hospital is 
not a desirable thing. It isn’t a desirable thing 
for the mental case, nor is it a desirable thing 
for the hospital. We should have special depart- 
ments. And not only will the patients benefit but 
the nurses and attendants in a hospital acquire 
knowledge and training in handling these cases 
which is mighty useful lots of times, and in no 
other way will they acquire it except by dealing 
with the cases. 


Dr. C. S. Holbrook (New Orleans): I am very 
appreciative of Dr. Kimbell’s paper in that it 
brings before this group a subject that is very 
close to my heart; that is, the practice of neuro- 
psychiatry in a general hospital. 


I would like to speak first of the general clinic 
connected with a hospital. For eleven or twelve 
years I have been connected with one of the 
private hospitals here in this city that has a very 
large out-patient department, and I have to do 
with the neurological division of the clinic. 


We find that over half of our cases come di- 
rectly from some other division of the clinic. The 
patients have sought help first in the surgical 
or gastro-enterological clinic or the orthopedic 
clinic or the general medical clinic. Finally their 
particular problem is found to be a neurological 


or psychiatric problem and they are referred to 
the proper clinic. 


I try to inculcate the idea into the medical stu- 
dents of getting a psychiatric viewpoint of medi- 
cine. By that I mean not considering that a man 
is made up of certain organs, as a heart, a stom- 
ach, and lungs, any of which may or may not be 
diseased, but to get the conception of an individ- 
ual in his entirety. All too frequently a patient 
will come to a department complaining, say, of 
his heart. Nothing is found upon careful exami- 
nation of that organ, and the doctor is inclined 
to say, “There is nothing wrong with the patient.” 
However, the heart symptom is only the reflection 
of his inability to adjust himself, and the concep- 
tion that there is some psychiatric problem, some 
complex, that is causing this patient’s symptoms 
seldom enters into the discussion. Such a patient 
is often told that his trouble is imaginary, or that 
he is suffering from imagination. In this way he 
loses confidence in the physician and he also be- 
comes more thoroughly neurotic than he was to 
begin with. 


The psychiatrist can offer a great deal of help 
in just such cases, and it is to be hoped that this 
divisions will be used more thoroughly in the gen- 
eral hospital. There is no more appreciative patient 
than the psychoneurotic that has been given ap- 
propriate treatment. The trend of our time is to 
give greater and greater consideration to the 
pyschiatric aspect of people who do not present 
definite organic lesions. 


Dr. Walter J. Otis (New Orleans): General 
medicine is indebted to neuropsychiatry for the 
awakening of interest in the treatment of these 
specialized cases, especially so since the World 
War when those of us who were assigned to the 
different units found it necessary to place apart 
in separate groups, buildings for their care and 
treatment. 


The same cannot be said, alas, of the general 
hospitals concerning their separate and special 
care where pavilions completely appointed should 
be installed. Too little attention is paid from 
the curriculum standpoint in Medical Colleges to 
this important subject. The same may be stated 
of training schools and the experience of nurses 
with this class of patients. 


It is to be hoped that in the near future that 
these properly equipped and protected pavilions 
will be installed in general hospitals where the 
transitory deliria, intercurrent confusional toxe- 
mias and mild episodic, psychotic and psychoneu- 
rotic outbursts may be cared for in an atmosphere 
properly suited, thereby preventing the stigmata 
and its consequences attached to the placing of 
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this type of case in a strictly mental hospital. By 
doing this, will be spared much worry and concern 
and mental anxiety on the part of relatives and 
friends and will add to a more healthy and prompt 
recovery to the patient. 


Dr. H. R. Unsworth (New Orleans): The 
practicability of handling psychiatric problems 
in a general hospital, is a difficult one. There 
are certain types of cases, particularly the mild 
psychoses of a toxic basis, which might be handled 
quite satisfactorily. This is especially true in the 
rapidly recovering toxic states. I think, however, 
the doctors discussing this problem have over- 
looked the importance of recreation and spacious 
ground for the essential psychotic. The neces- 
sity of giving as little chemical therapy as possi- 
ble is quite in keeping with the psychiatric hos- 
pitals, but becomes a real detriment through ne- 
cessity, to those patients whose behavior has to 
be controlled for the consideration of those in 
their immediate environment. I would appeal, 
personally, for a better understanding of psycho- 
pathic hospitals. It is understood that a modern 
mental hospital is equipped and capable of han- 
dling medical problems which might be associated 
with the various psychoses. 


I have enjoyed the doctor’s paper and wish to 
thank him for the privilege of entering into the 
discussion. 


Dr. Isham Kimbell (closing): The state of 
Louisiana is to be very much congratulated on the 
fact that they do have a number of very splendid- 
ly trained men in neurology and psychiatry. My 
association with these gentlemen from time to 
time shows me that they are doing a splendid 
work. They are not selfish, not merely working 
for their own selfish end. They are really trying 
to do something worth while in this great field of 
neurology and psychiatry. They are the leaders. 


But if we accomplish something very much 
worth while, if we continue our good work it 
must come from the general practitioner of med- 
icine to get behind these men and hold up their 
hands. Modern medicine is very much concerned 
i, neuropsychiatry, nervous disorders and the 
reatment of nervous disorders. So is public 
health. We can’t get away from it. 


The old idea of the treatment of the mental 
patient, his capture and control, has passed. 


I want to thank the chairman of this section 
for hig,-invitation to address this body, and I 
want to thank the gentlemen very much for 
their kind and able discussion of my paper. 
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AM I MY BROTHER’S KEEPER?* 
GLENN J. SMITH, M. D., 


JACKSON, LA. 


When extended the courtesy by the chair- 
man of this department to prepare a paper 
to read before this assembly, it was essen- 
tial that I expedite the title, and having 
recently become enthused over the discus- 
sion of articles pertaining to our subject 
with nearby physicians I hastened the title 
to him not giving adequate thought to the 
difficulty of writing the paper to conform to 
the title. But, as I promised Dr. Sandige, 
I shall endeavor to present for your con- 
sideration some problems that frequently 
arise between the individual physician or 
organized medicine and various forms of 
public health agencies and public endeavor. 
Both or all are with the ultimate end to 
help our brother. 


To the majority of the public, nothing is 
so personal as medicine. The lawyer and 
the theologian may speak of his vocation 
with a chance that his hearers will accept 
his words impersonally. But when the doc- 
tor speaks his hearers will apply his asser- 
tions to themselves. If his address is about 
a disease, doubts and fears assail them. If 
he describes appendicitis, duodenal ulcer, 
or uterine cancer, his audience will imagine 
the description suits their case. We all 
know to what extreme doubts and fears 
about disease can go. But despite the pub- 
lic’s habit of applying personally anything 
said about disease, medicine in its wider 
reaches, transcends the personal by far. 
At its broadest, it becomes a branch of 
statesmanship. In the not far past states- 
manship was great when medicine was 
crude and little thought of. 


Countries expended much money, time, 
and thought on statesmanship and govern- 
ment; but very little on medicine. Some 
great laws and governmental documents 
have withstood the attacks of modern men 





*Read before the Louisiana State Medical 
Society, New Orleans, April 14-16, 1931. 
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and countries and are yet standing as firm 
as the Rock of Gibraltar. I can but ca!l 
your attention to the great document, the 
Constitution of our United States, with 
ony 18 subsequent amendments, and ask 
you what was advocated in medicine at that 
time that now prevails? 


Until the last part of the nineteenth cen- 
tury statesmanship thought in terms of 
individuals. The fight was for freedom of 
conscience, equal opportunities, self-gov- 
ernment. During the same period the 
medical man was concerned with people so 
sick and engrossed in his own narrow 
sphere that he was detached for a time 
from the stream of life and from asso- 
ciation with this cloistered c'ass, he himself, 
became cloistered in thought. The sick 
themselves regarded their illness as a fate 
sent by Providence which could not be 
avoided. Then came the wider appreciation 
of the importance of preventive medicine, 
an increase and deeper study of ill health 
in its early beginnings, its causes, asso- 
ciating it all with peoples’ habits and 
mode of living and surroundings, then 
diagnosis increased in range and accuracy 
and treatment more precise and satisfac- 
tory. Accompanying these developments, 
statesmanship also made advances. 


Having achieved liberty and equality for 
the masses, it began to assume a parental 
function toward the individual. Being ever 
so willing to extend a helping hand it could 
only direct its endeavors by the advice and 
cooperation of the medical men, depending 
solely upon them for proper and scientific 
advice. In the beginning of this era, the 
medical men in their cloistered sphere 
began to rea’ize or foresee an economic 
disturbance in his profession even greater 
than the economic disturbance in industry 
and began to believe and in many instances, 
publicly blamed health organizations and 
certain departments of government for 
their public health activities on the ground 
that it interferred with the private practice 
of medicine and have sought in various 


ways to apply remedies which have been 
unsuccessful. 


The medical profession in many in- 
stances, failed to realize that medical 
research and discoveries, changed social 
conditions, the public character that medi- 
cine has come to have and the public 
knowledge of what can be done to limit 
illness, are the rea! causes of public health 
activities. 


Times and conditions are so rapidly 
changing that these health activities are 
not limited to the general public, but civic 
organizations, industries, and various other 
agencies are at work, all forgetting or 
ignoring the medical man’s economic status, 
but solely to the limitation of disease. 
And in their endeavors based upon gen- 
eral principles originally derived from 
medical men, they frequently ignore !ocal 
physicians and causes them to believe they 
are being dealt with unfairly. 


It is the writer’s opinion that organized 
medicine has not undertaken an impartial 
appraisal of its own organization to see if 
its public medical relationships are such 
as to make itse’f most efficient in its public 
service responsibilities. I am afraid that 
we are unaware of the possibilities of the 
danger that confronts organized medicine 
of coming to have an unsatisfactory position 
in public opinion. Beware that it must go 
through the throes of an adjustment to new 
things and occupy a new relationship that 
it must keep this relationship adjusted to 
advancing social condition and go along 
with the irresistible public opinion. 


I hear you say, “No, our researches and 
scientific medical discoveries, our fairness 
and unse’fishness of the past, our very 
dignified profession forbids us to any such 
compromise.” 


But you must realize that our greatest 
strides have been in the past few decades 
and only after this same public -opinion 
who interested philanthropists to come to 
our assistance in making much of this 
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That same force is sweeping 
over the country today and will carry us 
to State medicine without our advice unless 


we heed the changing of times and realize 
the proper course to pursue, that which to 
limit illness, and there is no medium ground 
for us. But buckle on your armor, get 
together vour wits and come into your own 
and as you should, direct this irresistible 
force. I think here you will agree with 
me that ours is essentially a dual occupa- 
tion. One is private, our relationship to 
our patient, practice of medicine in al! of 
its branches or fields. Scientifically or in 
any other way, there is no problem here. 
Our future in this respect is secure. Our 
other dual responsibility is civic and relates 
to our obligatioa to take part in public 
medica’ service and to give guidance to 
activities of other organizations, trying 
honestly and conscientiously to meet cer- 
tain uzsolved health problems which un- 
questionably arise from an awakened 
public conscience and are due to the 
revelations of our own medical research, 
and do rot contend that whatever success 
is achieved in this line, that our private 
economic disturbance wi!] be its penalty. 


progress. 


We must here bear in mind that: “We 
are our brother’s keeper,” and while it may 
appear for the moment that these public 
health agencies and endeavors are detri- 
mental to our economic welfare; their ac- 
tivities and demand inflict upon our pride 
and dignity, their very existence is due to 
this public awakening of consciousness of 
its duty to its fellowman. We must realize 
that th’s progress depends upon our co- 
operation and that in justice to ourse’ves 
and our neighbor we must throw off our 
cloistered robe, familiarize ourselves with 
their various functioning and assume the 
role of authority and direct them to the 
betterment of all concerned. Various state 
medical societies are recognizing this in- 
fluence and steps are being taken to direct 
it. In the State of New York a Public 
Relations Committee has been appointed 
and is now glorious'y and effectively func- 
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tioning. But it is not my purpose to go 
into the details of how this cooperative . 
movement can be accomplished, but to try 
to impress upon you that it should be done, 
and I dare say when organized medicine 
as a whole, is brought to the full realiza- 
tion of the necessity of this cooperation and 
directorship and begins functioning, it will 
soon rea ize that the profession of medicine 
is responsible for the guidance of all efforts 
to advance preventive medicine and that 
the profession should be the major factor 
in proposal ard execution of all endeavor 
for the solution of all the great prob'ems 
of medical care. 


Now while this civic movement spurred 
on by the public consciousness of its duties 
toward medical care, is solving its problems 
and spreading its propaganda for education 
of the public, organized medicine should 
not sit dormant, but exercise some of its 
faculties and rights toward educating the 
public to its need for the medical man. We 
frequently see organized labor go on strikes 
for what it thinks is a living wage and 
the radical ones threaten death to them who 
would interfere, yet they will draw up an 
ironclad contract to have the physician to 
pay professional! calls at fifty cents each. 
The great Red Cross will feed and main- 
tain thousands of persons through drouth, 
flood and earthquakes and expect the doctor 
cut of the bountifulness of his heart and 
charity to supply the unfortunates medical 
care w:thout compensation. State hospitals 
employ physicians at a price lower than 
they pay some of the semi-skilled employees. 
And such oversights of injustice wil con- 
tinue until organized medicine steps in and 
speaks for its rights. 


There is no such thing as sanitary engi- 
neers. Were it not for the scientific medi- 
cal man the engineer would not know why 
he was draining the dismal swamps and 
doing thus and so. There are thousands of 
such i lustrations and as far as the medical 
men are concerned I am afraid we are 
prone to sleep on our rights. But in con- 
clusion, it is my firm belief that there is 
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yet a great awakening for organized medi- 
cine and it will come through the realization 
of the necessity of this cooperative spirit. 
That with all the modern changes, this 
public health force, the medical man, or- 
ganized medicine, stands preeminently aloft 
and secure, and is now and will be forever- 
more, recognized as and appreciated for its 
authority and directorship of all matters 
pertaining to limiting disease and longevity 
of life and we shall believe: “That we are 
our brother’s keeper.” 


DISCUSSION. 

Dr. C. W. Struger (New Orleans): Dr. Smith’s 
excellent paper sounds for us a note of warning! 
I observe that its title is expressed in the inter- 
rogative mood. I am wondering how long our 
medical fraternity may be permitted to use the 
question mark, for it seems to me that “brother” 
is stepping in, in an active and positive manner, 
to have a word to say about that himself. . . . This 
is the crux of the situation, and organized medicine 
must be on its toes to mold the answer. 


Modern medicine is preventive and curative. 
The physician is essential and is an important 
factor in both. It is this first category, the pre- 
ventive phase of medicine, that our physicians 
should face, with a conviction of its vital im- 
portance, with a knowledge that it is here to stay 
and with an assurance that we are capable of 
molding and advancing it to the best end for the 
public and for the practicing physician. 


Medicine should direct its own future. It should 
accept the responsibility of steering its own craft; 
and, when its ship sets sail upon unfamiliar and 
untraversed seas, the pilot wheel should not be 
relinquished to other hands. 


Preventive medicine is basically very sound econo- 
mics. It appeals tremendously to our “brother” 
without the profession. He is no longer ignorant 
of medical things, especially so in diseases and 
conditions that affect his daily life, his potential 
power of producing and maintaining a livelihood. 
Efficiency experts now seriously consider the ques- 
tion of time losses in sickness, of diminished labor 
units due to disease, of physical deterioration re- 
sulting from sickness. These are all calculated to 
a nicety in a dollar-and-cents value, and good 
business requires that such conditions be corrected. 
As corporations realize that they may save mav- 
power, so, also, does our “brother” realize that he 
may be. protected, his children may be rendered 
immune, his surroundings innocuous, and his span 
of life considerably lengthened. All of this is now 
becoming more and more a matter of general 


knowledge; and, with this knowledge, comes the 
demand for this phase of medicine. 


The situation, therefore, is fairly up to us; we 
may accept it, mold it and control it; or, we may 
fail; but this great movement will by no means 
be retarded; for, by other means and through other 
agencies, it will carry on! Our “brother” demands 
it—and he will not suffer disappointment! 





GASTRO-INTESTINAL DISTURBANCES 
IN INFANTS CAUSED FROM 
MIDDLE EAR AND MAS- 

TOID DISEASES.* 


ROSS E. ANDERSON, M. D., 
JACKSON, Miss. 


Otitis media and gastro-intestinal dis- 
turbances in the same infant at the same 
time have been recognized by both pedia- 
tricians and otologists for a long time. 
This paper has to deal with gastro-intes- 
tinal disturbances which are caused from 
infection in the middle ear and mastoid. 
There is nothing original or new in this 
paper. It has been written largely from 
the literature which I have read on this 
and kindred subjects. Otitis media is also 
a complication of gastro-intestinal disturb- 
ances, because of weakened vitality of the 
infant. 


The history of these cases consists of 
failure to gain weight normally, with more 
or less serious gastro-intestinal symptoms 
from time to time, and in severe cases, 
marked loss of weight, vomiting, diarrhea, 
anhydremia, extreme toxicity and a septic 
temperature which often goes as high as 
104 or 105 degrees. These symptoms do 
not yield to any regulation feeding, nor 
are they due to enteric infection. Other 
possible causes are eliminated by a careful 
pediatric examination. 


The first to suggest a relationship be- 
tween the two was Hartmann in 1898. 
Hartmann suggested that otitis media was 





*Read before the Section on Eye, Ear, Nose 
and Throat at the Sixty-fourth, Annual Session 
of the Mississippi State Medical Association, 
Jackson, May 13, 1931. 
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probably the cause of these severe gastro- 
intestinal disturbances and found that 
drainage by myringotomy caused improve- 
ment in these gastro-intestinal symptoms. 


In 1904, Preysing stated that he believed 
these severe gastro-intestinal symptoms 
were due to toxic substances which had 
found their way into the blood and lymph 
channels from empyema of the middle ear. 


In 1921, Maurice Renaud of Paris re- 
ported that he had performed autopsies on 
seventy infants who had died of infantile 
diarrhea and had found pus in the mastoid 
antra in every case. In 30 cases the ear in- 
fection had been noted before death, but in 
the other 40 it had been overlooked. After 
this he operated on the mastoid antra of 
10 such cases. Temporary improvement 
was noticed in all of them, but eventually 
nine of them died and only one survived. 
He felt, however, that if the operations had 
been performed earlier the death rate 
would have been lower. 


Later Dean and Byfield called attention 
to the presence of pus not only in the mas- 
toid antra, but also in the nasal sinuses of 
children dying of gastro-enteritis. 


In 1923, the staff of the St. Louis Chil- 
dren’s Hospital presented a similar report 
and in 1925 a further report of 15 infants 
under two years of age with gastro-intes- 
tinal symptoms upon whom they had done 
mastoid operations with eight recoveries 
and seven deaths. 


Later still there were reported 30 cases 
of marked gastro-enteritis upon whom they 
had opened the mastoid antra during 1926 
and 1927, with 22 recoveries and eigh 
deaths. 5 


In 1930, Carmack reported 28 cases of 
infants under two years of age who had 
mastoidectomies performed because of gas- 
tro-intestinal disturbances. The symptoms 
of these varied from inability to take food, 
intermittent vomiting and loss of weight, 
to violent diarrhea with anhydremia and 
temperature of 101 to 105 degrees with ex- 
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treme toxemia. Twenty of these cases re-_ 
covered and eight died. 


The diagnosis of these cases requires the 
closest co-operation between the pediatri- 
cian, the otologist and the roentgenologist. 


A roentgen ray examination should be 
made in every case. The plates are usually 
difficult to interpret and may be misleading. 
The value of the roentgen ray in these 
cases depends upon obtaining as perfect a 
mental image as possible of the infant mas- 
toid and then comparing the roentgen ray 
plate with it. Cell formation has been 
noted as early as one year both by roentgen 
ray and at operation. I have been told by 
some good operators that they had seen 
cell formation earlier than one year. When 
there is evidence of pathology by roentgen 
ray, we have two rather distinct types. 
First is the earlier type where inflamma- 
tory swelling and pus fills the cavity. In 
this type we get a generalized increase in 
density. In the cases of longer standing, 
when there has been suppuration with 
necrosis of the mastoid contents and drain- 
age through the ear, the cavity may be 
quite transparent to the roentgen ray, with 
a bandlike area of unusual density sur- 
rounding it. 


I shall not go into detail about the ex- 
amination of the drumhead except to say 
that every case should have a careful ex- 
amination by an otologist. In some of 
these cases the drums will be found to be 
red and bulging. This makes the diagnosis 
easy. Some particular portion of the 
drum may be bulging. There may be sag- 
ging of the posterior superior canal wall. 
Another type of drum that is often seen is 
the drum that is dull, dirty gray, lustreless 
in appearance and not bulging. This seems 
to be but part of the anhydremic picture. 
In all cases of doubt I believe that myrin- 
gotomy should be performed anyway. It 
has been stated on good authority that 
drums have been opened and a dry middle 
ear found and pus found in the mastoid 
antra at autopsy. 
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With regard to the pathology present in 
these cases I will state that in 1928 Mc- 
Mahon reported pathological finding in 39 
cases. Mastoidectomies had been per- 
formed on each case. Bone was removed, 


pathologic tissue and secretions were exen- 
terated and drainage through the middle 
ear established. He stated that bony ne- 
crosis was frequently found. The main 
change occurred in the mucosa of the an- 
trum. The mucosa showed edema with 
slight fibrosis in the more recent cases. In 
the cases of longer standing fibrosis was 
more marked and edema slight. Pus was 
found in the antrum in every case. Some- 
times infected granulations were found. 
Various organisms were found to be cau- 
sative factors. Of all the organisms found 
the streptococcus hemolyticus was possibly 
the most frequent and gave rise to the 
most alarming symptoms. Marriott states 
that no characteristic pathology has been 
found in the gastro-intestinal tract of in- 
fants succumbing to this condition. He 
claims that this would indicate that other 
factors other than gastro-intestinal dam- 
age were operative. He further claims in 
speaking of “food diarrhea,” “summer 
diarrhea,” “cholera infantum,” etc., that 
there are certain features common to all 
diarrheas resulting from the causes men- 
t‘oned. He says that in all there is exces- 
sive bacterial activity in the upper part of 
the gastro-intestinal tract; that normally 
conditions are such in the stomach and 
upper part of the small intestine that bac- 
terial growth is inhibited, even when fair 
numbers of organisms are introduced with 
the food, so that digestion and absorption 
proceed uninterfered with by bacterial ac- 
tion and is fairly complete before the in- 
testinal contents reach the colon. Marriott 
further states that any infection, enteral or 
parenteral, which causes fever, predisposes 
to the development of an abnormal bacter- 
ial flora in the upper part of the intestinal 
tract and consequently to diarrhea. Mar- 
riott says further, “we have spoken of the 
t:pe of diarrhea which is initiated as the 


result of parenteral infection, especially of 
the rhinopharynx, middle ear and mas- 
toids, and have pointed out the fact that 
these infections act by bringing about 
changes in the gastro-intestinal tract which 
are similar to those caused by other factors, 
such as food.” 


In the last three years I have had oc- 
casion to see a number of cases of infants 
with gastro-intestinal disturbances due to 
middle ear infections. These cases were 
usually referred to me by some practitioner 
for an examination of the ears. In all 
cases myringotomy was performed, the in- 
fant received appropriate pediatric treat- 
ment, and all recovered. Pediatric treat- 
ment, before myringotomy was performed, 
had been futile. It was not necessary to 
perform mastoidectomy in a single case. 
It may be that I did not see enough cases. 
Pediatric treatment in these cases is futile, 
unless the ear condition is treated first. I 
believe in conservative treatment. I believe 
that myringotomy should be performed to 
see what can be accomplished, rather than 
performing mastoidectomy on every case 
in the very beginning. Of course, in those 
cases with alarming symptoms, where to 
wait would be fatal, mastoidectomy should 
be performed without delay. In all of the 
literature that I have read on this subject 
one thing has been forcibly impressed on 
me—the high mortality rate of the infants 
who had mastoidectomies. I doubt serious- 
ly that the mortality rate would have been 
any higher, if no mastoidectomies had been 
performed at all. When it is necessary to 
perform mastoidectomy, it should be done 
quickly and under local anesthesia. All 
that is necessary is a simple antrotomy. 
Some operators doubt the advisability of 
much curetting. Drainage is the chief ob- 
ject of the operation. Louis H. Schwartz 
of New York makes this observation, “In 
infants up to the age of two years, opera- 
tions on the mastoid should practically 
never be performed.” 


Isidore Friesner and Samvel Rosen. of 
New York, have described mastoid punc- 
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infants as a new method of 
handling these cases. Mastoid puncture 
serves a dual purpose. After the needle 
enters the antrum, pus can be withdrawn 
and sent to the laboratory for examination. 
Then the antrum can be washed out. They 
claim that the procedure is harmless, if 
carried out properly, and may simplify the 
treatment of these cases. I simply mention 
this for your consideration, as I have had 
no experience with it. 


ture in 


In conclusion, let me say that I believe 
that any infant suffering from gastro- 
intestinal disturbances, who does not re- 
spond to the usual pediatric treatment, 
should have a careful examination of the 
ears by an otologist. In all of these cases, 
as I have previously stated, there should 
be the closest -co-operation between the 
pediatrician, the otologist, and the roent- 
genologist. 
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DISCUSSION ‘ 
Dr. Edley H. Jones, (Vicksburg): This paper 
has been unusually interesting to me. The Staff 


of the St. Louis Children’s Hospital have been 
pioneers in this field. Alden and Lyman presented 
their first paper, reporting operative results, in 
1925 and I later had the pleasure of visiting 
their clinic and seeing their work. The informa- 
tion I possess on this subject is limited almost en- 
tirely to the cases I saw there and to reports 
which have been issued by their staff. I became 
so keenly interested in the subject that I do not 
believe I could have overlooked a case but, like 
essayist, I have yet to see one that required 
mastoid operation. Some years ago a paper was 
published, reporting the incidence of mastoiditis 
in various sections of the country. Since being 
assigned to discuss this subject I have diligently 
searched the literature for it, without avail. As 
I recall, the paper stated that only six per cent 
of admissions to otolaryngolic services in the 
lower Mississippi Valley were mastoid cases, while 
it ran as high as nine per cent in the upper valley 
and 12 per cent on the upper east coast. If these 
figures are correct, they may explain why we see 
so few cases; mastoid infection simply occurs less 
frequently in our locality. 


The essayist remarked that in such cases the 
drum may not be red or bulging; it may be a 
dull grey, or even greyish-yellow, and lustreless; 
but he did not give the anotomic reasons therefor. 
In the infant, the eustachian canal is relatively 
shorter, more horizontal and larger in lumen than 
that of the adult. These factors would tend to 
facilitate drainage from the middle ear via the 
eustachian tube; in fact, Alden has reported ob- 
servation, by means of the nasopharyngoscope, 
of pus draining from the pharyngeal orifice of 
the eustachian canal in babies whose drums were 
normal in appearance; incision revealed free pus 
in the middle ear. 


While discussing anatomy, it should be men- 
tioned that in infants the attic and aditus are 
more or less completely filled with embryonal 
mucous membrane. On infection this primitive 
mucosa swells rapidly, usually walling off the 
mastoid antrum from the middle ear and inter- 
fering with drainage. This explains why attic sup- 
purations are more common in infants than in 
adults. 


There are a few points about diagnosis I would 
like to discuss. Satisfactory examination can not 
well be made by reflected light. An electric oto- 
scope is far superior, and the stronger the light, 
the better. Any sagging of the superior or post- 
superior walls is considered pathognomonic. It 
is my impression that roentgen-ray examinations 
of infant mastoids are of little value; I am certain 








538 ANDERSON—Gastro-Intestinal Disturbances in Infants 


they are of little value to me. However, I have 
not found any reference in the literature to 
transilluminating the mastoid antrum; this pro- 
cedure has been of positive benefit to me and I 
would consider it more reliable than the roentgen- 
ray, in infants. 


I like the essayist’s use of the word “‘myringo- 
tomy.” Paracentesis, or mere puncture, should 
never be done in this type of case; the drum 
should be freely incised. Recalling that the aditus 
is filled with embryonal mucous membrane, the 
best method is to start the incision below the 
long process and bring it upward, behind the 
process, incising the annulus. There are no im- 
portant structures in this locality and incising 
the membrane of the aditus may result in freer 
drainage. The patient should be anesthetized; I 
prefer nitrous oxide gas. 


Kopetzky recognizes two general types of mas- 
toid infection—the coalescent type and the 
hemorrhagic type. Each has its analogue in the 
infant. The coalescent type is easily recognized 
because it presents a typical picture. We have 
all seen this type of case. It is the hemorrhagic 
type that presents the syndrome described by the 
essayist, which is so difficult to diagnose and 
which is so toxic. It appears that the infecting 
organism may be the determining factor. A re- 
port issued in 1927 stated that during the previ- 
ous six years at the Children’s Hospital 35 pa- 
tients of the coalescent type had come to opera- 
tion and the majority of the cultures showed a 
staphylococcus or non-hemolytic streptococcus; 
they reported operations in 32 cases of the 
hemorrhagic type and almost without exceptions, 
culture showed hemolygic streptococcus. 


Like the essayist, all of my cases have responded 
to myringotomy, nasal and pediatric treatment. 
Should operation be necessary, mastoidotomy and 
not mastoidectomy, should be performed and it 
should be done without delay. Pre-operatively, 
an infusion or transfusion should be given. 
Operation should be done under local anesthesia, 
and the infant should be kept warm with external 
heat, to decrease shock. The wound should not 
be closed by suture; a drain should be inserted 
and the wound allowed to heal by granulation. It 
should be dressed daily. 


The essayist states that he doubts if the mortali- 
ty would have been higher in these cases if opera- 


tion had not been performed. I differ with his. 


opinion. It must be recalled that mastoidotomy 
was considered only after all other measures 
were found to be of no avail, and autopsy had 
repeatedly shown pus in the mastoid antrum. 
Alden has issued three reports of cases operated 
upon by the Staff of the St. Louis Children’s 


Hospital. At first it was done only as a last re- 
sort, but of the first 17 cases operated upon, nine 
recovered. While this is high mortality rate, it 
was so much lower than in unoperated cases that 
they felt more confidence in the procedure. Of 
the next nine cases. that were operated upon, six 
recovered. In the next forty cases, thirty-five re- 
covered. These reports indicate that delay in 
diagnosis and operation are more responsible for 
the high mortality rate. 


In conclusion I would like to stress the essay- 
ist’s remarks regarding co-operation of the 
pediatrician and the otologist. The pediatrician 
needs our support and we would certainly be 
helpless without his aid. 


Dr. W. L. Hughes (Jackson): This is a very 
interesting subject, but in a few points I must 
differ from the essayist. Dr. Marriott read a 
paper at a meeting of the Southern Medical 
Association several years ago in Atlanta in 
which mastoidectomy was advocated in practi- 
cally all cases of diarrhea, but since then there 
has been a trend back to more conservative 
practises, and now operation is the exception 
rather than the rule. 


Personally, I have never seen pus in the mas- 
toid where there had been no otitis media. I 
have read these reports in the literature, chiefly 
autopsy reports, and I wonder if most of these 
were not disintergration changes following death 
rather than frank pus. The so-called primary 
mastoiditis is, I think, a myth and I will have to 
see one before I am convinced. 


The statistics presented show about the same 
mortality in the operated and unoperated cases, 
and I am inclined to the opinion that the operated 
cases that recovered, recovered in spite of the 
operation, rather than as a result. Of course 
where there is a frank mastoiditis concurrent 
with the diarrhea, there is no question as to the 
procedure to be followed, but go slow in those 
cases where there is merely a running ear with 
no other symptoms of ear disease. 


Dr. George E. Adkins (Jackson): Dr. Ander- 
son has presented a very interesting subject, one 
in which a member of this section undoubtedly 
must have had broad experience and certainly 
must have come in close relation with the pedia- 
trician. 


The title of the paper is, primarily, “Gastro- 
Intestinal Disturbances Caused from Middle Ear 
and Mastoid Infections.” To this I beg to differ 
with the essayist for it has been my experience 
and opinion that the gastro-intestinal condition, 
undoubtedly, produces the middle ear complica- 
tions, perhaps, just as we find it following the 
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common cold, pneumonia, whooping cough and 
those things that affect the respiratory tract. We 
find those things occurring any where from the 
seventh to the fourteenth day and it is my opinion 
that middle ear infections show up from the sev- 
enth to the fourteenth day after a colitis has 
manifested itself. As I said before, our observa- 
tion of these cases would run into the many hun- 
dreds in which we have had to do a simple para- 
centesis and it has been my misfortune to be called 
upon by the pediatrician to open five of these 
little mastoids. The first one done in this town 
was done by my friend, Dr. Dobson. He was 
called by a pediatrician with whom I have been 
very closely associated and who insisted very 
earnestly that the mastoid be opened and when 
this mastoid was opened pus was found in both 
I understand that this child showed 
marked improvement for the next forty-eight 
hours but was eventually lost. This probably stim- 
ulated me and the next time I was asked to open 
these mastoids I consented and in each instance 
pus has been found in the mastoid. 


antrums. 


With reference to my friend, Dr. Hughes, in 
regard to this being a post-mortem change, let 
me say that these were ante-mortem operations 
and in at least one of these cases there was no 
evidence of drum changes although the’ drum had 
been incised and followed by no discharge but 
the mastoid antrum also contained free pus. 


With reference to roentgen-ray examination, I 
should like to be recorded as saying that it is an 
absolute useless procedure in middle ear and 
mastoid complications of the infant. There is not 
enough calcium salts in the bone at this age to 
cast a shadow and pus does not show by roentgen- 
Tray. 


Dr. H. R. Fairfax (Brookhaven): I have a case 
of this kind. It is a child who has trouble with 
its bowels and its ear is still draining. The child 
is eight months old. I performed a mastoidotomy 
instead of a mastoidectomy. The diarrhea cleared 
up all right soon after, but the ear is still dis- 
charging slightly. I am very glad to have heard 
this interesting paper. 


Dr. G. C. Jarratt (Vicksburg) : 
the essayist in the conservative treatment of 
mastoids of the type. under discussion. A few 


I agree with 
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years ago if one were to go into the infant wards 
of a large children’s hospital he would think he 
were in an Arab camp for nearly all had mastoid 
dressings. Why do we not find the same true to- 
day? Is it that we are not seeing as many cases 
as then, or have we become more conservative in 
the treatment? 


The essayist states in his paper that some start 
with a diarrhea and vomiting from other causes 
and due to weakened condition develop an otitis 
and mastoid involvement. I rather think this more 
of a mechanical condition than lowered resistance 
and the infection is carried to ear from vomitus 
and no doubt this causes a so-called vicious circle 
and requires interferance. 


I hope none of us go away with the idea that 
all diarrheas of infants are due to middle ear and 
mastoid involvement for we still have our enteral, 
chemical, etc., but rather keep in mind that some 
diarrheas are due to middle ear and mastoid dis- 
ease and look for it as a cause when diarrhea is 
present. 


Regarding the sagging of the posterior superior 
canal wall in infants with mastoid involvement, 
most of the cases reported have been in infants 
around five months of age when the bony wall is 
not developed, and, as I see it, all the canal walls 
are sagging both in health and illness and the 
sign has not proven of any benefit to me. As for 
the roentgen-ray, I feel it is of no value in the 
so-called occult mastoid involvement. 


Dr. Edley H. Jones (Vicksburg): Mr. Chair- 
man, I arise to a point of order. The title of Doctor 
Anderson’s paper is “Gastro-Intestinal Disturb- 
ances in Infants Caused from Middle Ear and 
Mastoid Diseases.” There has been more discus- 
sion on diarrhea than on the subject of the paper. 
I think the discussion should be limited to the 
subject. 


I realized 
that many would disagree with me as this is a 
very hard subject, and I appreciate all the dis- 
cussions. But as I stated in the first paragraph 
of this paper, this subject deals with gastro-intes- 
tinal disturbances in infants caused by infections 
in the middle ear and mastoid, and not the ear 


Dr. Ross E. Anderson (closing) : 


infections that occur as a complication of gastro- 
intestinal disturbances. 
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GASTRO-INTESTINAL MANIFESTA- 
TIONS IN ALLERGY.* 


B. G. EFRON, M. D.,t 


NEW ORLEANS. 


Since the use of sera and antitoxins has 
become so universal, many unfavorable re- 
actions, such as prostrations, fever, urti- 
caria, and in some instances, death, have 
been recorded. These accidents stimu'ated 
search for the causes of these phenomena, 
and this search extended to the study of 
the so-called natural sensitivities in man, 
particularly hay fever and asthma. More 
recently other clinical syndromes, specifi- 
cally those occurring in the digestive tract, 
the nervous system, and the skin, have 
come under consideration. 


Lack of time does not permit me to go 
into the detail of the deve'opment of this 
interesting study. Suffice it to say that 
multitudinous experiments, supported by 
numerous careful clinical observations, 
have established the fact that there are in- 
dividuals who react unfavorably to sub- 
stances which are innocuous to the great 
majority of the race. To this new patho- 
logic entity the term “Allergy” has been 
applied. 


Here I shall discuss briefly only a limited 
aspect of allergy. My intention is to bring 
to your attention a subject not fully appre- 
ciated by the average practitioner. 


Allergic symptoms can be caused by a 
great variety of substances. The gastro- 
intestinal tract is affected by foods only. 
All foods, except sugar and water, can cause 
symptoms. However, certain foods have 
been more frequently identified as etiologic 
factors. Eggs, wheat, and milk particul- 
arly, are the more common offenders. In 
chi'dren, eggs and milk, particularly are 
responsible for symptoms, while in adults 
wheat is more often responsible. 





*Read before the Louisiana State Medical 
Society, New Orleans, April 14-16, 1931. 

+From the Allergy clinic of Touro Infirmary, 
and Hay Fever Clinic of the Senses Hospital. 


The symptomatology varies widely. Pain 
nausea, vomiting, retching, belching, dis- 
tention, flatulence, gastric discomfort, con- 
stipation, and diarrhea may be present. 
The many intra-abdominal conditions may 
be simulated, varying from those of an 
acute abdominal catastrophe to those of 
vague gastrointestinal comp'aints. There 
are no pathonomonic symptoms or signs. 


Clinically, these gastrointestinal symp- 
toms may be grouped as follows: 


1. Occurring without other manifesta- 
tions of allergy. 

2. Occurring with other manifestations 
of allergy, viz: asthma, hay fever, etc. 


Symptoms may be quite different in dif- 
ferent patients. In some cases, only the 
first group is manifested, in others, respira- 
tory or other symptoms may be associated 
with the digestive disturbance. 


The severe attacks are quite dramatic. 
The symptoms may begin any time from a 
few minutes to several hours following the 
ingestion of the offending food. Vomiting 
is usually very prominent. Pain is often 
present, varying in intensity from uncom- 
fortable spasms to agony. Diarrhea may 
occur; on the other hand, severe obstipation 
may be present. Prostration and other 
signs of shock may be severe. Abdominal 
tenderness may be local or generalized. I 
shall quote an example of this severe type. 


A young woman was subject to periodic 
attacks which were suspected of being 
acute intestinal obstruction. She was twice 
admitted to the hospital for observation 
and possible surgical intervention. Each 
time recovery followed the usual non-oper- 
ative procedures, so that operation was 
postponed. Dr. J. D. Rives suspected the 
case to be one due to allergy, and referred 
the patient to me for observation. Skin 
tests gave positive reactions to several 
foods, among them, wheat. Clinical trial 
demonstrated that wheat was the only food 
that caused symptoms. Several times, in 
the past two years, she has tried to eat 
wheat, but symptoms occurred each time. 
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As long as she abstains from wheat, she 
has no symptoms. It is almost needless to 
state that the patient was investigated 
from all other possible angles. 


Mild attacks are much more frequent. 
Very often patients make their own diag- 
nosis. While investigating histories in 
cases of allergy such diagnoses are often 
disclosed by the patient. I shall cite a few 
of many observations. One mother stated 
that her child could not tolerate eggs. 
Whenever the child ate eggs in any form, 
vomiting and diarrhea occurred within a 
few hours. Another patient stated that 
cherries and nutmeg, in addition to bring- 
ing on an attack of asthma also produced 
abdomina! discomfort, nausea, and cramps. 
The mother of a baby who suffered with 
eczema suspected milk as a cause of the 
eczema, because the child always regurgi- 
tated whenever an appreciable amount of 
milk was taken, and also complained of 
abdominal discomfort. Tests and clinical 
trial in this case proved the offenders to 
be milk, potatoes, celery, and apples. Avoid- 
ance of these foods cleared up the eczema 
and abdominal symptoms. 


In many cases the patients cannot offer 
any clues. The symptoms complained of 
are no different from those of other dyspep- 
sias. For example, a middle aged patient 
comp’ained of belching, gas, intolerance for 
fat foods, greasy foods, and constipation. 
These symptoms were at times associated 
with nasal congestion. She could not trace 
it to my specific foods. Skin tests gave 
negative reactions. By the use of the elimi- 
nation diets of Rowe her symptoms were 
traced to pork, cheese, apples, and grape- 
fruit. The symptomatology may simulate 
any of the chronic digestive complaints. 
When other manifestations of allergy are 
present, the allergic state should be sus- 
pected as a basis of the symptom comp!ex. 

DIAGNOSIS. 

There are no pathognomic symptoms 
or signs. Skin tests are very valuable, but 
not infallilbe. Allergy may be present in 
the absence of positive skin tests, and posi- 
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tive reactions may have no clinical signi- 
ficance. Only 50 per cent of all allergic 
patients give positive skin reactions. It is 
almost asking too much of a slight scratch, 
into which an extract of food has been 
rubbed, to render a positive etiologic diag- 
nosis. On the other hand, in half the cases, 
the scratch does for us almost the unbeliev- 
able. The skin tests should be the begin- 
ning, and not the end of an investigation. 
The e’imination diets of Rowe are most 
valuable, and should be used in all cases 
where the skin tests fail, or where treat- 
ment based on skin reactions has failed to 
yield results. The patient is placed on a 
diet of a limited number of foods, which 
however, meet al! or nearly all the demands 
of a balanced diet with sufficient calories. 
If symptoms subside, and food at a time is 
slowly added, until symptoms appear, and 
the allergen is thus identified. Should the 
first diet not yield good results, another 
diet is prescribed, and the process is re- 
peated. Treatment is affected at the same 
time. Rowe has published very detailed de- 
scriptions of elimination diets and menus. 


COMMENT. 

Allergy is a well established pathological 
entity. The gastrointestinal tract is in- 
volved much more frequently than is sus- 
pected. Many errors in diagnosis wi'l be 
avoided, and many patients wil be relieved, 
if allergy is considered. Etiological diag- 
nosis in any branch of medicine is always 
difficult. It is no different in allergy. Skin 
tests are valuable, not infallible. Time and 
the hearty cooperation of the patient are 
often needed in order to arrive at a satis- 
factory conclusion. 
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DISCUSSION. 

Dr. L. S. Lippincott 
Delegate) : 
thing. 


(Mississippi Fraternal 
I don’t know that I can add any- 
I am enjoying the meeting very much. 
I think the whole idea of fraternal delegates to 
other state associations can bring about a closer 
union that we need. 


At this time, when there are some rumblings 
about too much charged for medical care, some- 
thing about state medicine, we should get to- 
gether, and I think this idea of going from one 
association to another in a fraternal way is 
beautiful. 


In regard to allergy, we are all becoming more 
interested probably in allergy than we used to 
be. We are finding conditions that we can show 
are due to allergy. Possibly we may be going 
too far along this line. We may be attributing 
things to allergy that are not due to it. We are 
watching it. I am trying to do this work my- 
self, and in some cases we are having striking 
results. In other cases we do skin tests, we elim- 
inate articles of diet, and we don’t get anywhere. 
I am sure somewhere we are going to strike a 
happy medium that is going to help us a whole 
lot in some of these blind cases. 


Dr. R. McG. Carruth (New Roads): I dislike 
to speak twice in the same hour, but this is a dif- 
ferent paper. 


I would like to accentuate what the doctor 
who has just preceeded me said about the im- 
portance of the endocrine glands in considering 
this matter of allergy and anaphylactics. I have 
long thought this was the secret not only of al- 
lergic disease but of a number of our failures 
to adjust ourselves to our rapidly changing con- 
ditions. I have lived long enough and practiced 
medicine long enough to see many changes, and 
I will never forget that when we first began to 
talk about this thirty years ago there was a good 
deal said in the medical journals about endocrin- 
ology and the endocrine glands. We knew noth- 
ing much about them and we know nothing much 
about them now, except that when they get out of 
line and fail to function we get into a lot of 
trouble. Of course, it may be due entirely to 
whether the endocrine glands are running off 
the track or we running away from our endo- 
crine glands or running ahead of them, but per- 
haps failure to adjust ourselves to rapidly chang- 
ing conditions may have affected our endocrine 
system or us. Wherever the fault is, I believe 
we get many ideas with regard to the treatment 
from investigating thoroughly the effect of endo- 
crine treatment. I have always thought that. 


I have had doctors dispute with me the fact 
that both hay fever and asthma are enormously 
on the increase these latter days. We never heard 
much about them when I was studying medi- 
cine, a good many years ago. Now, in my Par- 
ish, in the whole state, and in the whole South, 
there is much hay fever. It seems to be cover- 
ing the earth. 


I believe the basis of our success will lie along 
the lines of endocrinology. 


Dr. W. S. Kerlin (Shreveport): There is just 
one feature of this subject that Dr. Efron took 
up that he didn’t mention, and it wasn’t brought 
out by the various discussors, that I would just 
like to discuss briefly and that is the frequent 
presence of a eosinophilia in the absence of any 
demonstrable intestinal parasites or any allergic 
manifestations referable to the skin or broncho- 
mucous membrane. 


So frequently in routine blood examinations 
we find the eosinophilia varying from four to ten 
or twelve per cent that we cannot account for. 
If you go into those cases you will find they fre- 
quently present gastro-intestinal manifestations 
in the way of hyperacidity and migraine at- 
tacks. 


If you will give the treatment to the gastro- 
intestinal upset it is surprising the way you can 
treat the increase in the eosinophilia. I felt this 
was a possible allergic condition or manifestation 
brought about by absorption from the gastro- 
intestinal tract. 


Dr. J. M. Bodenheimer (Shreveport): I 
think that I was asked to open this discus- 
sion through a misapprehension. The chair- 
man was kind enough to investigate a case 
for me that had taxed my diagnostic skill, but 
that I strongly suspected: was allergic in or- 
igin. In this opinion he concurred, and thereby 
he obtained the impression that I might have 
some opinions on the subject. However, like ev- 
ery other general practitioner my knowledge of 
this subject is only superficial. A general prac- 
tioner meets so many varied conditions that he 
should be able to consider a sickness from every 
possible angle. Like a certain famous English- 
man he must claim all knowledge for his prov- 
ince. 


I was thinking while riding down on the train 
Ilast night, about the condition of affairs now, when 
everybody is crying hard times, and all our mer- 
chants are making efforts to stimulate business. I 
was wondering why the doctor couldn’t go along the 
same path the ordinary business man was trav- 
eling. He couldn’t offer to reduce rates or give 
special bargain days, but he could investigate his 
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cases carefully and not do like a good many men 
do,—just sit down and write a prescription for 
a dose of calomel or for some quinine, or for a 
tonic, without even examining the patient. If 
he will investigate, he will find something to treat 
that he has not even suspected, and thereby he 
can improve his professional business and cer- 
tainly give more honest service. 


I am very much interested in allergy as a 
cause of gastro-intestinal disturbance. I was 
very much gratified to see in the last issue of 
the Southern Medical Association Journal a most 
unusual article by Duke, in which he discussed 
this phase of allergy very completely. One of 
the things that Duke says is “that practically ev- 
ery food may produce an allergic reaction.’”’ Dr. 
Efron, in his paper, mentioned the fact that 
everything except sugar and water might pro- 
duce gastro-intestinal disturbance. Duke _ re- 
ports a case in which a small granule of sugar 
preduced gastro-inestinal disturbance which he 
considered allergic. He reports another case in 
which worry or excitement produced this condi- 
tion. He cites furthermore the case of a lady 
who had a violent diarrhea every time she got 
into an animated discussion. J. Friedenwald, in 
discussing this paper, went so far as to say that 
out of five hundred cases of mucus colitis at 
least one per cent was due to allergy. 


A thing that strikes one considering whether 
or not a gastroenteric condition may be due to 
an allergic reaction, is the fact that the symp- 
toms do not fit exactly into the picture of any 
definite organic disease. The condition may 
simulate gall-gladder trouble, it may simulate in- 
testinal obstruction, or it may simulate appendi- 
citis, but after you have observed all the symp- 
toms of the case very cloesly, you will find that 
the symptoms do not correlate and point to a 
definite organic disease. 


This is a point to be remembered. On the 
other hand, Duke goes so far as to say that while 
a condition may begin as an allergy, it can act- 
ually produce an organic disease. How much 
truth there is in that statement I am not pre- 
pared to say. One thing I do know: There are 
a great many conditions that will tax the in- 
genuity of the most astute diagnostician and 
will finally prove to be due to some allergic re- 
action. 


I think Dr. Efron’s paper is very timely and 
it considers a condition that we ought to be on 
the lookout for all the time. 


Dr. D. N. Silverman (New Orleans): I have 
very little to add to Dr. Efron’s paper and the 
excellent discussion which was just given by Dr. 
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Bodenheimer, but we must consider allergy as 
a very important etiological factor in the pro- 
duction of functional disturbances of the diges- 
tive tract. These disturbances may be acute or 
they may be chronic, as Dr. Efron has brought 
out. 


In the acute functional disturbances we have 
severe spasm of the stomach and intestines, and 
sympathetic contractions of the gall bladder due 
mostly to the digestive products or by-products 
of the protein which is ingested. The chronic 
manifestations, such as spastic colon, are now 
thought to be due in some cases to an allergic 
manifestation of the bowel reacting, as it were, 
to ordinarily normal inhabitants of the colon 
such as the various strains of bacteria. This 
is in line with the inflammatory reactions which 
sometimes take place in the bowel as a result of 
changes in reaction to the normal bacteria which 
are found. 


The protein of ingested food and that of bac- 
teria are not the only substances which some- 
times give us violent allergic manifestations. 
These symptoms not infrequently follow the in- 
gestion of drugs, some of which are adminis- 
tered for the relief of certain gastro-intestinal 
disturbances. 


Dr. A. L. Levin (New Orleans): The subject 
of gastro-intestinal manifestations in allergic dis- 
eases is a new fad in modern medicine. As I did 
not hear the paper, I do not know whether the 
essayist described only the manifestations or 
spoke also on the modus operandi. There is a 
very interesting little volume on the subject by 
Laroche, Richet and St. Giron, published by the 
California University Press. They designate the 
protein manifestations by a different name, 
“Alimentary Anaphylaxis.” Personally, I feel it 
is the same thing that our fathers and forefath- 
ers called idiosyncracy to certain foods and cer- 
tain drugs. The protein manifestations were 
known long ago; the modus operandi is still not 
definitely explained. 


It is probably the same as the Widal hemo- 
clastic crisis. Widal’s explanation of the crisis 
is as follows: “For some unknown reason, the 
mucous membrane of the stomach or upper in- 
testinal tract will absorb proteins before they 
are chemically changed into amino acids. They 
enter the blood streams as peptones, and as such 
they are unwelcome guests and produce the 
known manifestations. If the liver function is 
normal, the blood stream will be protected against 
their invasion.” 


Other workers in the field claim that the mu- 
cous membrane of the stomach is probably in- 
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flamed in spots and thus permits premature ab- 
sorption. Over-feeding is another possible fac- 
tor. Too much food in the gastro-intestinal tract 
causes too rapid absorption before proper chem- 
ical changes have taken place. Some writers 
modify Widal’s explanation by a philosophical 
deduction. The blood stream carrying peptones 
will upset the endocrine secretions, influence the 
endocrine glands and the disturbance in the en- 
docrine glands will upset the vago-sympathetic 
nervous mechanism, resulting in a hemoclastic 
crisis. 


This explanation has probably proven satisfac- 
tory in the following interesting case which I 
wish to relate: 


A female patient was referred to me for gall- 
bladder pains and indigestion. She was advised 
operation, but refused. A careful study reveal- 
ed that there was some gall-bladder trouble and 
liver function disturbance, but she also gave a 
typical history of urticaria. The urticaria in 
this case occurred mostly around the face; the 
lips and eyes would become sensitive and swollen. 
The gradual elimination of certain proteins prov- 
ed of no avail. Her basal metabolic reading 
showed a minus thirty-four at one time and a 
minus twenty-eight at another. Since everything 
had been tried, I put her on an endocrine sub- 
stance, Thyro-Ovarian. The urticaria disappeared 
entirely and she was perfectly free for about a 
year. As long as she kept up the treatment, she 
was free of urticaria; when she neglected herself, 
it would return, but in a milder form. There 
must be an endocrine factor which also plays an 
important part in those manifestations. 


As far as the protein sensitization test is con- 
cerned, in order to determine the tolerance of 
the individual for certain foods, it is difficult 
to understand on a physiologic basis how it can 
be determined by the skin test. If the skin test 
brings out a positive reaction, we take it for 
granted that the individual is sensitive to that 
particular protein, not realizing that the pro- 
tein did not have a chance to be changed chem- 
ically by the gastro-intestinal juices as food is 
normally changed in the stomach. This phase 
of allergy is being questioned by some writers 
on the subject who state the following: “We see 
sometimes cases where the scarification tests will 
show a sensitiveness, but when you give the same 
article by mouth, they are not sensitive.” 


Dr. B. G. Efron (New Orleans): I want to 
thank all of you gentlemen for kindly discussing 
this paper. 


Allergy is a new subject. It was only in 1911 
when Freeman and Noon first gave the immun- 


ologic treatment for hay fever. It was in the 
middle of the last century that hay fever was 
first scientifically described. Not only is allergy 
a new subject, but allergic diseases are on the 
increase. 


I wish to disagree with Dr. Levin concerning 
the influence of American, British and French 
writers. The British and American writers were 
the first students of allergy and have studied the 
problem more extensively than any other group. 
The only group besides the German who have 
really taken the subject up seriously is the group 
headed by Widal and Richat in Paris. The latter 
have done excellent work pertaining to gastro- 
intestinal allergy. In the last year Rowe trans- 
lated one of the small booklets they have pub- 
lished. 


With reference to the modus operandi, we 
know that the liver and the endocrine are con- 
cerned in some way; various biochemical observ- 
ations have been made. Parber and Oriel pub- 
lished their findings as to what happens chemical- 
ly in acute allergic attacks. These observations 
can be summarized briefly as follows: an in- 
crease in the non-protein nitrogen of the blood; 
fall of blood chlorides; increase of the excretion 
of ammonia in the urine; positive Van den Bergh 
reaction of the biphasic type, in a large propor- 
tion of cases. 


We know the liver is a great chemical barrier, 
particularly in food allegery there is some impair- 
ment of liver function. 


Barber has recommended the use of glucose in 
the treatment of allergic conditions. 


We are all acquainted with the enthusiasm of 
Dr. Roussel of this city concerning the endo- 
crine treatment of urticaria. Some cases have 
been controlled by this treatment others have 
failed to respond. Very often supposedly good 
endocrine therapy, particularly thyroid, seems 
to be ineffective in certain patients. 


I was very much afraid to include sugar and 
water as the cause of allergy. I purposely left 
those out. I was well acquainted with Duke’s 
work. I did not wish to include the whole world 
of substances. 


A few words with reference to the skin tests. 
I brought out in the paper that we may get posi- 
tive reactions that have no clinical significance, 
and we may get negative reactions when allergy 
is present. The reason for that is this: the skin 
reaction to a foreign protein is a little bit different 
than what actually occurs in nature, and in only 
fifty per cent of our cases do we get definite 
etiological diagnostic allergic reactions. 
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Because of this and because of the fact that 
we have had some failures in investigating these 
cases, we have had to resort to the elimination 
diets of Rowe. In many cases we are able to 
obtain excellent results by the use of these diets. 
However, they are time consuming. They re- 
quire the patience of both the patient and the 
doctor who is treating the case, and sometimes 
one has to work with a single case for months 
and months. I assure it is worth while. You 
save a great deal of expense and very often use- 
less operations. 





THE IMPORTANCE OF PRENATAL 
CARE.* 


JOSEPH P. EVANS, M. D., 


GULFPORT, Miss. 


In order to form an estimate of the value 
of antenatal care, I will give you a brief 
analysis of statistics for a series of years, 
covering causes of infant and maternal 
mortality, together with a consideration of 
factors affecting the rates. 


The latest complete statistics available 
from the United States Bureau of the Cen- 
sus for the entire birth and death regis- 
tration area are for 1927. 


A comparison of rates for the States and 
the District of Columbia in the area in 1922 
with those for the same states and the Dis- 
trict in 1927 gives a fairer picture of con- 
ditions and shows a greater decrease in 
mortality for both mothers and infants. 
For this area the infant mortality rate was 
seventy-six in 1922 and sixty-four in 1927. 
The maternal mortality rate was sixty-five 
per ten thousand live births in 1922 and 
sixty-two in 1927. 


An analysis of maternal mortality by 
causes shows slightly lower rates in 1927 
than in 1922 for accidents of pregnancy 
and labor. 


The decrease in the death rate from puer- 
peral causes is accounted for almost en- 
tirely by a decrease in the rate due to albu- 





*Read before the Section on Surgery at the 


Sixty-fourth Annual Session of the Mississippi 
State Medical Association, Jackson, May 14, 1931. 
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minuria and convulsions: eighteen per ten. 
thousand live births in 1922 and fifteen in 
1927. 


It is in this group of causes of death that 
we should expect antepartum care to have 
the greatest influence. Certainly the reduc- 
tion in rate has been coincident with the 
increase in health instruction to expectant 
mothers and the improved care given by 
the physicians. 


There are, I think, certain complications 
of childbirth and pregnancy that are par- 
ticularly amenable to antenatal prevention 
or correction. 


The incidence of eclampsia may be re- 
duced to, at most, a very small figure and 
eliminated altogether in primigravidae. 
The absence of eclampsia must be associ- 
ated with an improved maternal mortality 
as, even under the most favorable circum- 
stances, a case having developed eclamptic 
fits runs a considerable risk of a fatal ter- 
mination, and, in addition, the fetal chances 
are jeopardized not only by the toxemia but 
also in many cases by prematurity. 


Cases of cardiac disease, complicated by 
pregnancy, often present a problem as to 
the advisability of interference. There is 
no doubt but that the most important point 
in treatment is the prevention of appear- 
ances of decompensation; that is best ef- 
fected by keeping the patient under obser- 
vation and, when disquieting signs appear, 
insisting on absolute rest in bed. It has 
been pointed out that the fatal cases were 
those in which labor followed on loss of 
compensation, and that cases in which de- 
compensation appeared as a result of labor 
recovered as a rule. 


Induction of abortion is rarely consid- 
ered any more in the treatment of cardiac 
cases. 


All are agreed that a great proportion of 
cases of distocia, due to contracted pelvis 
or malpresentation, can be avoided by pre- 
natal supervision during the latter weeks 
of pregnancy. There are other cases that 
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give a history of frequent abortions un- 
accounted for, and if given anti-luetic 
treatment will go to term and deliver an 
apparently normal child. 


I will not attempt to describe the proced- 
ures and treatments to be carried out in 
cases of early vomiting of pregnancy, pre- 
eclamptics, distocias, from whatever cause, 
or probably a diabetic complicated with 
pregnancy, but will try to impress on you 
that these conditions, in a large majority of 
cases, can be prevented or controlled if ante- 
natal care is carefully observed in every 
case that comes to you at the beginning of 
pregnancy. 


It has been conclusively shown by the 
prenatal clinics in this country that both 
fetal and maternal mortality rates have 
been considerably lowered, while the rates 
in the smaller localities have shown no 
appreciable decrease, and there is no doubt 
in my mind that such conditons still exist 
in these communities because of a lack of 
prenatal care, and apparently a lack of in- 
terest on the part of the attending 
physician. 


In giving you a brief summary of pre- 
natal routine, I will begin with, first, the 
patient’s past history, which includes 
developmental characteristics, previous 
medical and surgical diseases, the menstrual 
history and an inquiry into the family his- 
tory. 


The medical diseases that are of interest 
are typhoid fever, scarlet fever, diphtheria, 
pneumonia, tuberculosis, nephritis and 
venereal diseases. 


The surgical conditions of importance are 
pelvic or abdominal operations. 


The family history should include 
familial diseases, multiple pregnancies and 
difficult labors. 


Second, the obstetrical history as to pre- 
vious pregnancies, abortions, type of labor, 
number of hours in labor, delivery, 
whether instruments or not, condition of 
child, and puerperium. 


The history of the present pregnancy 
should include the date of last menstru- 
ation, and character, also the previous one; 
the date of quickening; also question as to 
any eye disturbances, headaches, nausea or 
vomiting, edema, constipation, and fre- 
quency of urination. 


Third, a thorough general physical ex- 
amination, including teeth, throat, thyroid, 
heart, lungs and extremities. 


Abdominal examination as to the height 
of fundus, fetal heart beat, position of 
fetus. 


Pelvic examination, which includes ex- 
ternal measurements, internal measure- 
ments, and bi-manual examination. The 
vaginal examination should be done at the 
first visit of patient. Then during the last 
month, but under strict aseptic conditions. 


The blood pressure is taken at the first 
visit and every subsequent visit, also the 
urine is examined at every visit. Once a 
month is sufficient until the last two 
months of pregnancy, then twice a month 
under normal conditions. 


Another important point as to the urine, 
monthly readings of the amount passed in 
twenty-four hours will show you any 
change in kidney function. 


And fourth, the instruction given to the 
mother should include hygiene, proper diet, 
the amount of sleep, rest, exercise and re- 
creation, the type of clothing, the bath, and 
the care of the breasts. 


Before concluding, I would like to men- 
tion the value of the roentgen-ray in reveal- 
ing malpositions, monstrosities, and missed 
abortions, where such conditions being 
known considerable time can be saved. 


Now, trying to show you the value of 
antenatal care, I have also given you an 
outline of this care, and the sooner the 
practitioner avails himself of this knowl- 
edge and uses it in his practice, just so 
soon will our fetal and maternal death rate 
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which is amongst the highest of civilized 
countries, be reduced to a minimum. 


DISCUSSION. 

Dr. R. W. Burnett (Biloxi): I wish to discuss 
nausea and vomiting of pregnancy. The success 
of this treatment is proportinate to the desires of 
the individual to bear children. Those women not 
wanting children will be very difficult to handle. 
Every pregnant women, from the onset of preg- 
nancy, should be requested and encouraged to 
increase her intake of fluids, water, fresh fruit 
juices, sweetened with sugar or glucose. Starchy 


foods should be increased. 


In place of the usual three meals daily, these 
patients should receive four or six meals, one 
especially late at night. Our suggestion to preg- 
nant women is to reach for a sweet instead of 
a highly advertised cigarette, thereby increasing 


the glycogen content of the liver. 


The above’ outlined procedures suffice in a 
large per cent of cases. In the more severe cases, 
which are usually met late, a more radical proce- 


dure should be resorted to. 
Our suggested procedure consists of: 
1. Rest in bed. 
2. Isolation in darkened room. 


3. The administration of one of the barbitur- 
ates by needle or per rectum, doses sufficiently 
large to produce a slight narcosis. 


4. While patient is still responsive to sugges- 
tion, passage of duodenal tube through nose into 
stomach. 


5. After tube has entered duodenum begin 
injection of fruit juices, glucose solution, wa- 
ter. 


6. All the above procedures having failed, 
we discontinue giving anything by mouth and 
resort to intravenous injections of 10 per cent 
glucose in normal saline, giving 3,000 cc. or 


more daily, until urinary output is normal in 
amount, and specific gravity of 1.010. 


All the above having failed, patient progres- 
sively getting worse, proper consultation and all 
agreeing, abortion should be performed. 

Dr. Evans (closing): I want to thank Dr. 


Burnett for his discussion, and I haven’t any- 
thing further to add to what has been offered. 
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BRONCHOGRAPHY.* 
VICTOR M. MAXWELL, M. D., 


SANATORIUM, MIss. 


Iodized oil, or lipiodol, is used as an 
opaque medium in the roentgenographic 
study of body cavities. It was first em- 
ployed by Sicard and Forestier in 1921 as 
an aid in locating and demonstrating 
obstructions of the spinal canal, and later 
was used successfully by the originators 
in exploring dilatations, fistulous tracts 
and cavities of the bronchial tree and the 
pulmonary tissues. 


This article is based on the results of 
this study and also the writings of Ochsner, 
Sicard and Forsetier, Sergent and Cotte- 
not, Nigoul-Foussal, Ballon, Archibald, 
Pritchard, Whyte, Gordon, Hartung, and 
others. 


The iodized oil we have employed is the 
chemical compound of 40 per cent metallic 
iodine with oil of poppy seeds described 
and used by Forestier. The oil and iodine 
are so closely combined that the ordinary 
starch test fails to reveal free iodine. 


Bronchiectasis has acquired a new in- 
terest for the roentgenologist since 
diagnostic bronchography with iodized oil 
has come into use. This method of exam- 
ination makes possible the recognition of 
conditions which formerly escaped detec- 
tion by the ordinary roentgen examination 
and it has served to explain the nature of 
some doubtful roentgen findings so that 
the condition can be more readily diagnosed 
even without its use. As a result, many 
cases of suspected tuberculosis, asthma or 
chronic bronchitis are now recognized as 
belonging to this class, and the disease, 
instead of being a rare one, ranks next 
to tuberculosis as a chronic pulmonary 
affection. 


Bronchiectasis is an anatomic rather 
than a clinical entity and, as its name 
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implies, it is characterized by a dilatation 
of the bronchi. It attains pathological 
significance when infection occurs within 
the dilated bronchi and their secretions 
and leads to a chronic productive cough 
and other symptoms. Some of the cases 


are undoubtedly of congenital origin, but 
most of them follow in the wake of the 
respiratory affections which accompany 
the diseases of infancy and childhood, 
especially the pneumonias. Others have 
their origin in conditions producing an 
atelectasis, notably aspirated foreign 
bodies. The occasional association with 
pulmonary tuberculosis, lung abscess and 
chronic paranasal sinusitis suggests an 
etiological relation in some cases. Years 
usually elapse between the time of incep- 
tion of the disease and the time when the 
symptoms become sufficiently aggravated 
for the patient to seek medical aid. 


The direct etiology is not known, but a 
number of theories regarding its patho- 
genesis have been advanced. The more 
plausible of them are: (1) Injury of the 
bronchial wall; (2) prolonged obstruction 
of a bronchus, and (3) sclerotic contraction 
of the parenchyma. No single theory ex- 
plains all cases; in most of them a com- 
bination of factors is probably responsible 
for the changes produced. 


As regards pathology, the dilatations 
may take the form of localized aneurysmal 
expansions called sacculations, or the lumen 
may be more or less uniformly enlarged. 
The latter variety to which the name 
cylindrical has been applied may exist 
merely as an increase in the caliber of the 
affected bronchi without other changes, or 
the tubular expansion may be limited to 
parts of them. Frequently there are club- 
shaped enlargements or cul-de-sacs at the 
distal ends of the dilatations. When the 
condition is associated with atelectasis, 
lung abscess or tuberculosis, the dilatations 
are often atypical, though they clearly 
belong to the cylindrical class. The walls 
of the dilated bronchi may be attenuated, 
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but as a rule they are thickened by inflam- 
matory fibrosis. 


The lower lobes are affected far more 
frequently than the upper. The process 
may be unilateral or bilateral and may in- 
volve parts of a lobe, entire lobes or more 
or less of the entire lung. In addition to 
the pathology directly attributable to the 
bronchiectasis there may be residual or 
associated pathological changes of the caus- 
ative disease which tend to mask or 
complicate the picture presented. 


Abnormalities of the bronchial wall plus 
a variable amount of air and secretion in 
the dilated bronchi produce the roentgen 
image associated with bronchiectasis. It 
is characterized by an increase of the 
linear markings with small irregular den- 
sities usually occurring in the lower lobes. 
In the advanced uncomplicated case there 
is a honeycomb appearance which is almost 
pathognomonic and which is familiar to 
all of us. This type of case is compara- 
tively uncommon and of greater diagnostic 
than therapeutic interest because it is 
usually hopeless from the standpoint of 
treatment. Recognition of the earlier cases 
which may still be benefited by conservative 
therapy is particularly desirable and these 
present less obvious changes. 


The author reports a series of 32 cases 
of bronchiectasis which were investigated 
by both the ordinary and bronchographic 
methods of examination. 


A comparison of the roentgen findings 
before and after the injection of iodized oil 
demonstrated that cylindrical and saccular 
dilations could not be differentiated by 
the ordinary examination. Suspected sac- 
culations invariably proved to be cul-de- 
sacs associated with cylindrical dilata- 
tions. The findings on the plain films 


were grouped under the following heads: 
(1) Increased linear markings; (2) irregu- 
lar densities obscuring heart outline or 
dome of diaphragm; (3) irregular densi- 
ties in the lower lobes; (4) displacement 
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of heart shadow without demonstrable 
cause; (5) localized densities suggestive of 
atelectasis; (6) generalized densities with 
irregular radiolucent areas, and (7) honey- 
comb appearance. As regards hilus shadows 
with enlarged glands, it was found that 
little reliance could be attached to them in 
relation to the disease. They were enlarged 
in 10 of the cases. In, some of these, the 
increase was bilateral although the bron- 
chiectasis was unilateral. 


Increase of the linear markings was by 
far the commonest finding, being present 
in 17 of the 32 cases examined. In 5 of 
these it was slight, in 6 moderate, in 4 pro- 
nounced and in 2 very marked. The degree 
of increase did not always coincide with 
the size and extent of the dilatations, but 
the certainty of diagnosis was directly pro- 
portional to it. The greatest difficulty was 
experienced in interpreting slight increases, 
and several cases were subjected to the 
oil injection which proved negative. The 
conception of what constitutes normal 
markings is largely a matter of individual 
experience and depends to a considerable 
extent upon the density of films one is 
accustomed to examine. A _ peribronchial 
fibrosis from some such cause as chronic 
or recurring bronchitis is hardly to be dis- 
tinguished from that due to slight or early 
bronchiectasis except for the fact that it 
rarely has a predilection for the lower 
lobes. Twenty-one of the cases with in- 
creased linear markings also showed 
irregular densities. 

CONCLUSIONS. 

(1) In about 60 per cent of all cases a 
diagnosis of bronchiectasis can be made 
from a study of the plain films. 


(2) In the majority of the remaining 
cases, such an examination will reveal find- 
ings of a nature to indicate the probable 
presence of bronchiectasis or the desir- 
ability for further investigation by bron- 
chography. 

(3) Diagnostic bronchography with 
iodized oil is absolutely essential for obtain- 
ing accurate information relative to the 
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nature, location and extent of bronchiec- 
tatic dilatations. 
DISCUSSION. 

Dr. S. F. Strain (Sanatorium): It might be 
of interest to discuss the technic we used in 
making these pictures. Four methods have been 
described: (1) The supraglottic, (2) transglottic, 
(3) subglottic, and (4) the bronchoscopic. Our 
objection to the first is the fact that the oil might 
be swallowed, the third and fourth entail greater 
danger and special equipment. The method we 
use may be considered transglottic although it is 
not exactly like that usually described. After 
spraying or swabbing the pharynx and larynx with 
four per cent butyn or cocain solution, a small 
rubber catheter is passed through the nose into 
the larynx, guided if necessary by the laryngeal 
mirror. The patient is told not to talk and to 
avoid coughing if possible. The patient can then 
be taken to the roentgen-ray room where the 
injection can be made even in comparative dark- 
ness if desired for fluroscopy. We do not hesitate 
to inject both sides at the same time, using about 
10 ce. on each side, tilting the patient to the side 
to be injected. This method is simple, requires 
no special apparatus, and permits the injection 
without special lighting. This latter advantage 
makes it especially appealing to us in our work at 
the Sanatorium. 


There is one point that we not mentioned in 
the paper; contraindications. There is no harm 
in using lipiodol in old, inactive tuberculosis, but 
it should not be used in active cases. It is con- 
traindicated also in acute broncho-pulmonary dis- 
ease, in heart disease, aneurysm, lung abscess and 
recent hemoptysis. 


It is interesting to note the difference of opinion 
concerning the use of lipiodol in diagnosis and 
treatment of broncho-pulmonary disease among 
the leading chest specialists over the country. Dr. 
Vinson at the Mayo Clinic never uses it, while 
Dr. Prichard at Battle Creek, Mich., uses it ex- 
tensively. Dr. Singer of St. Louis, Dr. Oschner 
of New Orleans and others are enthusiastic about 
its use both in diagnosis and treatment of bron- 
chiectasis, while others such as Pottinger, Peters, 
Lord and Gekler use it very little. 

Dr. J. Rice Williams (Houston, Miss): I have 
had no personal experience with this form of 
treatment or diagnosis. It occurs to me that to 
have iodine applied as an antiseptic is very rad- 
ical. 

As to pulmonary abscesses, that is hanging fire. 
Think of trying that as a therapeutic measure. 

Dr. Maxwell: At the Sanitorium, the throat 
room and the roentgenray room are very widely 
separated—like a good many other things in 
Mississippi. 





550 RATCLIFF—The Diagnosis and Treatment of Cancer of the Skin 


THE DIAGNOSIS AND TREATMENT 
OF CANCER OF THE SKIN.* 


M. D. RATCLIFF, M. D., 


McComes, Miss. 


Cancer of the skin is one of the most 
easily controlled types of the disease from 
the point of view of treatment, in that the 
diagnosis should always be possible at an 
early stage, when the condition is curable. 
That some 3,000 persons die every year 
in the United States of cancer of the skin 
is evidence, however, that the education of 
the public as to the dangers of neglect of 
small and early skin lesions is as yet quite 
insufficient. 


For practical purposes, cancer of the 
skin can be divided into two main groups, 
the basal celled type arising from the basal 
layer of the skin or from the epidermis of 
the hair follicles, and the squamous cell type 
derived from the keratinizing squamous 
epithelium of the epidermis. In about 
10 per cent of the basal celled tumors there 
will be found an admixture of squamous 
cells which transforms these relatively 
benign growths into neoplasms of much 
the same malignancy as the squamous 
type. In addition, the types of carcinoma 
which arise in moles, either pigmented or 
non-pigmented, must be included in the 
classification. The rare benign tumors de- 
veloping from the sweat and sebaceous 
glands are but of little importance, owing 
to their infrequency and lack of malignant 
qualities. Of very great clinical importance, 
on the other hand, are the benign precan- 
cerous lesions, such as the keratoses of the 
skin which appear in the aged, especially 
those who have been exposed to strong 
sunlight, as farmers and sailors, and 
chronic tuberculosis of the skin, or lupus 
vulgaris, in which cancer not infrequently 
develops. The importance of these lesions 
is primarily their pre-cancerous quality, so 
that keratoses and lupus vulgaris should 
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be treated properly in order to avoid can- 
cerous changes. 

Of the causation of cancer of the skin 
we know but little that is definite. While 
it has been long known that exposure to 
intense sunlight and irritating sea spray 
may cause cancer of the skin, how this 
action takes place is not definitely known. 
It is probably due to the ultraviolet rays 
in sunlight, and it has been shown ex- 
perimentally that cancer of the skin in the 
mouse can be produced by prolonged and 
heavy exposure to ultraviolet rays from a 
quartz lamp. In sailors the additional 
irritant of salt spray is added. Neverthe- 
less, all varieties of tumors of the skin 
appear in persons who have never been 
exposed to excessive sunlight, so that this 
factor can only be considered as an adju- 
vant to others. There is no question that 
other types of irritation, the chronic 
eczemas, allergic skin lesions, etc., predis- 
pose to the development of cancer. Lubri- 
cation oils have been shown to be of great 
importance in the production first of warty 
skin growths and finally of true squamous 
cell epitheliomas. Cancer of the skin of the 
back of the hand is more frequent in 
mechanics who get their hands covered 
with lubricating oils, than in the ordinary 
population. A number of such garage 
mechanics’ cancers have been seen in recent 
years. Anything which interferes with the 
nutrition of the skin, such as a burn, is 
always a point of lowered resistance, and 
while cancers arising in burns are rare, 
yet if the burn has a sufficiently large area, 
the scar may break down from lack of 
nourishment, and a cancer form in this 
ulcer. Another good example of cancer 
producing irritation is the well known 
roentgenray cancer. which was only too 
frequent in the older operators who ex- 
posed their hands before the fluoroscope in 
order to test their roentgen-ray tubes. 
There have been some 150 cases of this 
type recorded. With the present possi- 
bility of controlling the quality of the 
roentgenray tube at a distance, such cancer 
will no longer occur. But occasionally a 
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therapeutic over-exposure not sufficient to 
produce ulceration, but merely atrophy of 
the skin, may be followed by the appear- 
ance of a neoplasm. In several cases 
these have been angiosarcomata, but most 
frequently they are squamous. celled 
epitheliomata. In every case they are of 
high malignancy, and the slighest sugges- 
tion of change in such a skin lesion should 
be indication for extensive removal and 
grafting. 

This brings up the interesting question 
of the relationship of tissue suscepti- 
bility to cancer. Not everyone receiving 
a roentgenray burn or exposed to tar or 
lubricating oil develops cancer. The as- 
sumption is very easy that such people 
have some special susceptibility. The same 
difference is noted in animals. Just what 
the fact means is as yet not understood. 
The easiest explanation, as has just been 
said, is to assume that there is an heredi- 
tary or acquired susceptibility to irritation. 
We all know that certain types of skin are 
easily sunburned, and other types are not. 
Such pigmentation is hereditary. Are we 
in a position as yet to transfer this to 
cancer? The answer must be that such a 
susceptibility is probable, but has not yet 
been proved. No one has yet bred a strain 
of white mice which was 100 per cent 
susceptible to tar painting. Experiments 
with other types of artificially produced 
tumors in animals have not shown that a 
very definite hereditary susceptibility can 
be developed by selective breeding. Never- 
theless, families in which cancer of one 
type or another is very frequent are well 
known, so that all that can be said is that 
probably tissue susceptibility can be in- 
herited, and then if the proper irritant 
happens to be applied, cancer will develop. 
If not irritated cancer will not occur. 

The clinical symptoms of cancer in its 
advanced state are well known to everyone. 
Occasionally the differentiation between 
uleerative and gummatous lesions on the 
skin of ulcerative lupus may be confusing, 
but microscopic section, and in the case of 
syphilis a therapeutic test, will imme- 
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diately clear up the diagnosis. It must be 
remembered, however, that an infected skin 
epithelioma may be greatly improved by 
the injection of arsenical preparations, 
because these have a bactericidal effect on 
some of the organism such as Vincent’s, 
which keep the ulcerative lesions active, 
and so a certain amount of healing may be 
observed, even in a malignant growth if 
arsenical treatment is pushed. It is always 
wisest when any doubt exists to obtain a 
piece of tissue and submit it to the path- 
ologist. There is no danger in such a 
procedure if the cut is made with a sharp 
knife and promptly cauterized. 

The smaller growths are very difficult to 
diagnose, that is, the separation between a 
simple keratosis, a little greasy brown 
adherent growth, or a pigmented papilloma 
and a malignant pigmented mole may not 
be too easy. The beginning basal cell 
tumor looks very much like a seborrheic 
patch. With the appearance of ulceration 
in a skin which is kept fairly clean, the 
diagnosis of epithelioma becomes probable, 
and if this ulcer persists for a few months, 
the growth should be treated as malignant. 
The basil cell tumors are apt to be flattish 
and rather softer than the squamous type. 
The latter are apt to have a raised border 
which is a little harder than the surround- 
ing tissue, and have a whitish color, the 
so-called “pearly” border of the dermatol- 
ogists, and the growth when gently pinched 
between the fingers feels like a little piece 
of cardboard. This is especially important 
in early squamous cell carcinoma of the 
lip, but it may be easy to demonstrate any- 
where where the skin is loose enough. 

In general, it may be said that any skin 
lesion which ulcerates and crusts over and 
cannot be cured by simple cleansing and 
protective dressings should be regarded 
with grave suspicion and not allowed to 
progress without a microscopic examina- 
tion, or if preferred, destruction by some 
means or other. It is a great mistake to 
rely too much upon minute diagnostic 
details. Too frequently one sees patients 
who have gone on to a hopeless stage while 
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their physicians have argued whether the 
lesion was due to syphilis because they had 
a four-plus Wassermann or whether it was 
possibly a carcinoma. By the time the 
discussion was settled the patient was 
beyond relief with carcinoma. When in 
doubt a piece should be excised, sent to a 
competent pathologist, and the necessary 
treatment should be applied immediately. 
The danger of a biopsy has been greatly 
overestimated, and is not nearly so great 
as is the frequent handling or squeezing 
of a tumor, which tends in the squamous 
cell type to massage the particles into the 
lymphatics and results in early extension to 
the regional lymph nodes. 

For some strange reason, carcinoma of 
the skin is largely confined to the face and 
scalp. The basal celled tumors are more 
frequent in the area above the upper lip, 
the squamous cell tumors more frequent 
below it, but this distinction is by no means 
absolute. Basal cell tumors may also occur 
in other portions of the body, but here they 
are less frequent than the squamous type. 
The melanotic tumors may occur anywhere. 
They are especially dangerous when they 
are on the soles of the feet or between the 
toes. Under these circumstances the pres- 
sure of walking massages the tumor ele- 
ments into the lymphatics at an extremely 
early stage, sometimes when the growth is 
only a fraction of an inch in dimensions 
the inguinal nodes may be filled with tumor 
growth. In any inguinal swelling, then, 
very careful examination should be made 
of the patient’s feet to see if there is not 
present a mole of some type. 

The treatment of cancer of the skin is 
still under discussion. Much of this dis- 
cussion is concerned with the value of this 
or that technical method. Everyone agrees 
‘that the way to cure a tumor is to destroy 
it, and if it has any extensions, to remove 
those extensions, if possible. The method 
of this destruction, however, varies a good 
deal in different places and with the 
different specialties, and also with the 
different types of growth. I think it is 
generally accepted with the melanotic 
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tumors of the skin, which are mostly 
carcinomata arising in moles, that the only 
thing to do is to excise the growth widely. 
This excision may be done either with the 
knife, with the ordinary electric cautery, 
or with one of the high frequency spark- 
ing methods. It is bad technic to desiccate 
the growth only, without removal, be- 
cause microscopic sections show that very 
frequently such moles have outrunners 
extending to a considerable distance under 
the surface of the skin from the primary 
lesion. If the tumor is simply desiccated, 
recurrence will take place from some of 
these cells which are in the lymphatics. It 
is therefore necessary to remove a consid- 
erable area of skin in addition to the 
malignant tissue. Such removal must be 
immediate. Unfortunately many people 
watch these moles grow for months until 
they are deeply ulcerated and widely 
spread. Surgery under such circumstances 
is merely palliative to relieve the patient of 
the discomfort of the ulcer and the annoy- 
ance of having to wear dressings, but 
sooner or later mestastases will appear all 
over the body, and nothing can be done to 
alleviate the condition. Even benign moles 
when they are so situated that they are 
constantly rubbed or cut should be removed. 
The roentgenray and radium, when used in 
large doses, are capable of destroying mel- 
anotic tumors, but even when the surface 
of the tumor is destroyed, and the whole 
growth is apparently quiescent, there may 
be left behind in the scar viable cells and 
a distant recurrence will be the first warn- 
ing of trouble. There are ample records 
of melanotic tumors which remained quies- 
cent for some years after heavy radiation 
treatment, but finally metastasized either 
into the axillary lymph nodes or all over 


the body, though no local return took place. | 


Nevertheless, if one of these locally cured 
tumors is excised, some of the original 
growth will be found in the deeper struc- 
tures. It is therefore wiser not to use 
radium and roentgen-ray or simple desic- 
cation only and alone for the treatment of 
melanotic tumors. The tumor itself should 
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not be merely destroyed, but the hot knife 
should remove a cake-like section of skin 
and subcutaneous tissue, in the center 
of which is the tumor. The wound is 
sterilized by the cautery and heals rap- 
idly. This simple method has been much 
neglected. 

The carcinomata must be treated accord- 
ing to their nature. What is suitable and 
proper for the basal cell tumors, which are 
of low malignancy, and almost never 
metastasize to the regional nodes, may be 
wholly improper and almost mal-practice 
for the squamous cell types. Also, the 
type of treatment will vary somewhat with 
the available technical skill and means in 
the patient’s neighborhood. It is very use- 
less to talk about the treatment of a basal 
cell tumor of the face with radium if no 
radium exists where that patient can 
afford to obtain it. Also the skill of those 
handling roentgenrays in therapy varies 
greatly in different communities, and a 
great deal of damage can be done by in- 
expert and insufficient dosage, even on 
the basal cell tumors. The repeated treat- 
ment of such tumors with small doses of 
roentgen-rays almost invariably results in 
disaster. The tumor seems to. become re- 
sistant to such radiation, spreads, and 
ultimately involves the bone and the deeper 
tissues. The rule for the use of radiation 
in the treatment of basal cell tumors is to 
employ a sufficient quantity to guarantee 
that the destruction of the tumor will be 
complete. This treatment may be carried 
out in two ways. A large dose may be 
given at a single sitting, sufficient to pro- 
duce two or three skin erythema doses. 
This will result in a considerable ulcerative 
process, with a good deal of resultant 
scarring. The other technic is to use highly 
filtered radium in small quantities and 
apply it on a considerable thickness of 
some supporting material, such as balsar 
wood or wax, giving the patient the neces- 
sary exposure over six or eight hours. 
Such treatment of course requires the com- 
plete control of the patient; in other words, 
hospitalization if possible, but gives the 
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best cosmetic effects. The dosage and 
arrangements of the tubes and filters can 
be learned only by experience. 


The treatment with roentgenrays, which 
is just as effective as by radium when 
properly done, is again a matter of experi- 
ence and knowledge of one’s apparatus. 
And let me say here, best tubes available 
may differ as much as 40 per cent in roent- 
gen-ray output all else being equal. The 
dose must be two to three erythemas, and 
preferably with moderate filtration. A 
white scar is left, but the growth in 90 per 
cent of examples can be cured. The re- 
maining 10 per cent are those containing 
both squamous and basal cells, and these 
must be excised. 


The treatment of squamous cell car- 
cinoma of the skin is preferably surgical 
if treated early. The amount of radiation 
required usually seriously damages the 
tissues and leaves a bad scar. Surgical 
excision, either with or without desiccation 
of the tumor by an electric spark, and 
grafting or turning in a flap to cover the 
wound area, often gives admirable results. 
The difficulty here, however, is exactly the 
same as with radiation. Is there a surgeon 
available who can do accurate grafting and 
plastic work? This is a specialty which re- 
quires some considerable training and ex- 
perience, but it is the unwillingness of the 
patients to submit to treatment because of 
their fear of a deformity, not realizing that 
the tumor will make a far worse deformity 
than any surgery or radiation treament 
may produce, that accounts to a certain ex- 
tent for the death from cancer of the skin 
that we still see. When the patient learns 
that cancer of the skin can be cured when 
properly treated, and when the medical pro- 
fession is educated as to diagnosis and dan- 
ger and settle their differences of opinion 
and modify their technic so that with one 
type of growth the treatment, if radiation 
is selected, will be sufficient, and for the 
other the treatment, if surgery is selected, 
will be properly done, no one will die in the 
United States of these diseases. 
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THE NEW YEAR. 


The year 1931 has been a memorable one. 
There has been no great calamity, no war, 
not even an important election, but yet de- 
spite absence of any event which might 
be called historical occurring during the 
year, the past twelve months will live in 
the minds of many as a year not soon to be 
The period of depression has 
desolated the thoughts of many people, and 


forgotten. 


has literally so weighed down some few that 
they have actually sunk in the slough of 


Willie H. Watson, M. D. 


despond. There can be no question but that 
a great deal of the mental perturbation of 
the past year has been largely psychic. 
Money has not flowed in to the coffers of 
the doctor, nor to any other professional 
man, and business has been such that it has 
been difficult for the business man to make 
ends meet. Yet with all this worry and dis- 
tress, economic and psychic, there has been 
very little alterations in the standard of 
living of the average man, be he a physician, 
a priest, or a bond salesman. The doctor 
has worried, yet he has not had to sell his 
automobile; the food that he has eaten has 
been as well prepared and as appetizing as 
that which he ate in the cheerful days of the 
Coolidge prosperity, and he has not eaten 
more than he did in those happy days; his 
clothes have been as warm and his amuse- 
ments have been as many as in the past, 
yet for some peculiar and inexplicable rea- 
scn the doctor, like every other income pro- 
ducing individual, has pictured himself as 
being in a bad way. 


A new year stretches ahead. This new 
year gives promise of industrial revivifica- 
tion. The wheels of commerce will again 
go round, and the sick or near sick will 
flock to the doctor’s office. With the signs 
of improvement in the economic and finan- 
cial status of the country, the minds of 
many will be cheered and brightened. The 
depression may not be entirely over, but at 
least man will be less depressed mentally 
than he was in the past year, and gradually 
there will evolve a feeling of optimism 
which will permit him to think that, after 
all, all is well with the world. It is the 
earnest hope of the New Orleans Medical 
and Surgical Journal that next year will be 
a more cheerful and a happier one for its 
readers than last year, and it is our earnest 
wish that the psychic dejection, despond- 
ency. gloom, and melancholy- will be ban- 
ished from the minds of all of them in the 
coming months. 
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Editorials 


1932 ANNUAL MEETING. 

The Secretary of the Louisiana State 
Medical Society has been requested to an- 
nounce that in accordance with the instruc- 
tions received from the House of Delegates, 
the Executive Committee of the Louisiana 
State Medical Society met on November 18, 
1931, and arranged to dispense with the 
scientific program in 1932 and hold the 


meeting in New Orleans instead of Lake 
Charles. 


In view of the fact that the American 
Medical A:sociation holds its meeting in 
New Orleans in 1932 on May 9-13 inclusive, 
the Executive Committee decided to have 
a meeting of the House of Delegates on 
Monday, May 9, and Tuesday, May 10, with 
the General Meeting immediately following, 
and the President’s Address, presentation 
of emblems to Ex-Presidents, etc., on Mon- 
day night, May 9. This plan will give 
the officers and those attending ample time 
to complete the business of the State 
Society and give their undivided attention 
to the unusual scientific program and other 
advantages offered by the American Medi- 
cal Association. 





HEPATIC ELIMINATION OF 
PHENOLSULPHONPHTHALEIN. 


It is a trite remark to say that the 
phthalein test of kidney efficiency is per- 
formed about as frequently as any other 
clinical laboratory examination, even includ- 
ing the examination of the urine. Certainly 
it is of the most frequently used of any 
functional test of a laboratory nature. In 
the consideration of the results of the 
phthalein test, considerable interest is 
aroused and a great deal of information is 
obtained by a low output of this particular 
chemical substance, but, little attention has 
been paid to the increased elimination of 
phthalein by the kidney. When such an 
event takes place, it is customary to look 
upon it as due to some error of technic, 
either in the estimation of the percentage 
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of dye elimination or through some error in 
the administration of the substance. Such 
tests are usually considered valueless. A 
recent paper by Hanner and Whipple* 
affords an explanation of why these unusual 
and bizarre results occur from time to time. 


Rowntree and Geraghty first showed that 
the liver was capable of excreting phthalein. 
Additional evidence has been gathered to 
show that this original concept was well sus- 
tained and, in fact, definitely proven by such 
observers as Marshall and Vickers, Kendall, 


Major and others. Hanner and Whipple 


now show by experimental methods that 
phthalein is definitely eliminated through 
the bile as well as through the urine. It is 
quite possible that 20 to 30 per cent of the 


dye is excreted by the liver. The experi- 


mental proof of this was obtained by pro- 
ducing liver injury in the test animal by one 
of several methods. It was found that in 
the presence of the liver injury there is 
an increase in renal elimination of phtha- 
lein, the rise being from the control 
level of 75 to 78 per cent to from 90 to 97 
per cent. When the liver injury is re- 
paired, the phthalein output returns to nor- 
mal figures. Apparently cholagogues have 
no effect upon the elimination of phthalein 
through the bile. The phthalein that is 
lost through the bile is not reabsorbed 
from the intestinal tract as shown by the 
fact that when the dye is given by mouth 
only from 3 to 5 per cent appears in the 
urine. The obvious inferences to be drawn 
from these studies are that high figures for 
the amount of phthalein eliminated, are 
probably due to pathologic changes in the 
liver ; excessive elimination of the dye might 
be a substantiating proof of the presence 
of liver disease; and combined kidney and 
liver disease vitiate the information obtain- 
ed by the phthalein test. 


*Hanner, J. P. and Whipple, G. H.: The elimin- 
ination of phenolsulphonphthalein by the kidney. 
Archives of Internal Medicine, 48:598-610, 1931. 
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SURGICAL STAFF OF CHARITY HOSPITAL. 

The monthly meeting of the Surgical Staff of 
Charity Hospital was held, December 16, in the 
Nurses’ Auditorium. The meeting was called to 
order by Dr. I. M. Gage, Chairman. Fifty-four 
members were present. The minutes of the pre- 
vious meeting were read and approved. A com- 
munication from the Superintendent was read. 
This requested the members of the staff to obtain 
dental consultations before requesting roentgen- 
ray studies of the teeth. Under the head of new 
business: Dr. Joseph Levy stated that he had 
spoken with Mr. Ponder, the engineer, regarding 
automobile parking tags, those used at present 
being easily corroded, lost, etc. The engineer 
stated that if appropriate design were submitted 
he could, fon a small fee,,make a sign of brass 
or bronze. Dr. Levy stated further that Dr. Go- 
mila had said that if such a design were adopted 
he would try to arrange for certain privileges in 
parking, etc. This proposition provoked little dis- 
cussion and no action was taken. The Chairman 
discussed the preparation and sterilization of drain- 
age and suture material. He reported certain 
cases of infection which seemed associated with 
the drains. Dr. Gessner moved that the body au- 
thorize the Chairman to take up this question with 
the proper authorities and report at the next 
meeting. This was seconded by Dr. Walet and 
passed. There being no further business the meet- 
ing passed into the scientific section, the following 
deaths being brought up for consideration and dis- 
cussion: 


1. Colored male, aged 52 years, appendiceal ab- 
scess with a possible carcinoma of the stomach. 
Forty days before admission the patient had suf- 
fered a severe attack of acute indigestion and 
roentgen-ray examinations showed filling defect. 
He was operated upon on July 26 and the abscess 
drained, and again on August 28, when another ab- 
scess was found located in the lumbar region, but 
connected with the first abscess. This, too, was 
drained. Possibility of peptic ulcer was discussed. 


2. White female, aged 27 years, in the post- 
partum state, showed an extensive cellulitis of the 
face and scalp, with a pan-ophthalmitis and de- 
veloped a septicemia. The abscesses were repeat- 
edly aspirated before being widely drained. Advis- 
ability of early surgical intervention was dis- 
cussed, 


3. White male, aged 2 years, first and second 
degree burns of the back and buttocks. Admitted 
with a high temperature. The Chairman discussed 
the recent work of Underhill indicating toxic ef- 
fects in burns are due to concentration of blood, 


and rapidly disappearing when this fault is cor- 
rected, 


4. Colored female, aged 48 years, hypertension, 
heart disease, and fibroids. This patient was ad- 
mitted in coma. Her sister stated that she had 
suffered with dizziness and headache. Leukocyte 
count was 35,250, with 95 per cent neutrophiles. 
She remained lethargic for three days, but be- 
come more alert after a spinal puncture, later 
lapsing into lethargy. Her blood pressure read- 
ings ranged from 216-116 to 140-94. Dr. Also- 
brook had seen this patient in consultation and 
discussed the case. 


5. White male, aged 57 years, carcinoma of 
the stomach with metastases, jaundice, and gall 
stones. This patient was operated upon with a 
diagnosis of obstructive jaundice and possible car- 
cinoma of the head of the pancreas. An anastamo- 
sis was done between the gall bladder and the in- 
testine. Autopsy showed a common duct strangu- 
lated by metastases. 


6. White male, aged 51 years, admitted with 
diagnosis of endarteritis obliterans of both 
lower extremities. He was given typhoid vaccine 
intravenously and two days following developed a 
severe reaction with chill and dyspnea, and died. 


7. Colored male, aged 65 years, cholecystitis, 
carcinoma of the head of the pancreas. An 
anastamosis was done between the gall bladder 
and the intestine. 


8. Colored female, aged 52 years, retention of 
urine. Catherized specimen was hemorrhagic and 
cystoscopic examination showed bladder so filled 
with clots that no satisfactory views could be had. 
A suprapubic hysterectomy was done in order to 
evacuate the clots and arrest the hemorrhage, but 
an inspection of the bladder wall failed to reveal 
the bleeding point. 


9. Colored male, aged 74 years, sub-acute and 
acute cholecystic hepatitis and myocardis. Blood 
pressure was 210-100. Following the intra-spinal 
administration of 180 milligrams of novocaine the 
patient showed signs of collapse. The abdomen 
was rapidly opened and heart massaged without 
results. This death was considered to be due in 
all probability to spinal analgesia. Dr. C. Jeff 
Miller directed the attention of the Staff to a re- 
cent report on the results of spinal analgesia 
which appeared in the Journal of the American 
Medical Association, and recommended it to the 
attention of the Staff. 


10. Colored male, aged 65 years, chronic cho- 
lecystitis and cholelithiasis. This patient was oper- 
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ated upon under spinal and splanchnic analgesia. 
A stone was removed from the common duct and 
a cholecystectomy was done. The gall bladder con- 
tained mucus and in its removal there was some 
spillage. After removal of the stone from the 
common duct, the common duct was closed and the 
omentum was brought over the suture line. The 
wound was drained because of the spillage of bile. 
Dr. Maes, in discussing this case, mentioned the 
desirability of draining the common duct follow- 
ing the removal of stone. 


11. Colored male, aged 29, granuloma inguin- 
lae. Patient had retention of urine, spastic pa- 
ralysis of the legs and high temperature. Ac- 
companying the paralysis was anesthesia, which 
gradually ascended to the mid-abdomen region. 
He became incontinent of feces and developed ex- 
tensive pressure sores. A spinal fluid was nega- 
tive. Neurologic consultant had considered case 
one of myelitis secondary to granuloma inguinlae. 


12. Colored female, aged 47 years, was admitted 
to the hospital because of bleeding from thyroidec- 
tomy wound, she having been discharged the pre- 
vious day. After ineffectual efforts to control the 


hemorrhage, the wound was opened and there was 


found an erosion of the internal jugular vein. 


There being no further business, the meeting ad- 
journed. 
G. C. Anderson, M. D., Secretary, 
Surgical Section. 


CHARITY HOSPITAL MEDICAL STAFF 
MEETING. 


December 15, 1931. 


The regular monthly meeting of the Medical 
Staff of Charity Hospital was held December 15, 
1931, with Dr. Wallace Durel presiding. 


The first case, presented by Dr. A. Levin, was 
a young white female, aged 22 years. A diagnosis 
of juvenile essential hypertension had been made 
in this case. There was a history of the hyper- 
tension for the past five years, though no record 
of blood pressure readings through this time were 
available. Her blood pressure during three weeks 
rest in bed had ranged between 250 systole, 
140 diastolic and 220 systole, 120 diastolic. The 
physical examination was essentially negative 
end there was no vasular sclerosis. The urine 
examination had been negative. The renal func- 
tion tests had given readings of 20 per cent, 
35 per cent, 70 per cent and 25 per cent, on four 
different occasions. The maximum concentration 
had been 1.020, the blood chemistry was normal, 
and the Wassermann reaction was _ negative. 
The roentgen-ray examination showed the heart 
to be slightly enlarged. The eye grounds showed 
a mild papillitis. 
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The case was discussed by Dr. P. H. Jones who 
stated that he did not agree with the diagnosis 
of hypertension in view of the abnormally low 
P. S. P. readings. He regarded the case as a 
probable chronic nephritis with hypertension. 


Dr. J. Davidson presented two patients with 
unusual rpulmonary conditions and_ interesting 
roentgen-ray findings. The first was a _ white 
female, aged 58 years, who had a history of weak- 
ness and pulmonary hemorrhage. The diagnosis 
of brenchiectasis had been made and the lipiodal 
injection had verified the diagnosis. The broncho- 
scopic examination had failed to show any other 
abnormality. 


The second case was a white female aged 
68 years who had had diabetes for five years. 
She had complained of pain in the upper right 
chest and the physical examination had showed 
a collapse of the upper lobe of the right lung. 
The roentgenogram had clearly demonstrated this. 
Dr. Granger, in discussing the findings, offered 
his opinion that the collapse had been a slowly 
progressing one, probably developing from bron- 
chial cancer. 


Dr. Cazenavette then presented thre2 instructive 
neurological conditions. The. first was a case of 
multiple sclerosis in a Mexican male, aged 26 years. 
There was right sided weakness and bilateral 
temporal pallor of the optic fundi. There was no 
tremor and no speech disturbances in this case. 


The second case, a white male aged 67 years, 
showed marked difficulty in speech and swallow- 
ing and a constant dribbling of saliva from the 
mouth. There was weakness of both lower ex- 
tremities with a steppage gait. The Wassermann 
and spinal fluid examinations were negative, ex- 
cent for the presence of an abnormal colloidal 
gold curve. There was also very clearly demon- 
strated fibrillary movements of the tongue that 
Dr. Cazenavette pointed out were typical of a 
bulbar paralysis. Because of the associated spinal 
cord involvement in addition to the bulbar paralysis 
the case was considered to be one of chronic 
poliomyelitis. Dr. Daspit discussed the cases and 
agreed with the diagnosis. 


There followed a brief presentation of two in- 
teresting cases with their postmortem examina- 
tios. Dr. Tripoli discussed the pathological find- 
ings and demonstrated the outstanding abnormal 
viscera. 

Willard R. Wirth, M. D. 


THE FRENCH HOSPITAL. 

A regular meeting of the French Hospital Staff 
was called to order Friday, November 27, 1931, 
Dr. M. J. Lyons presiding. Those present were 
Drs. H. B. Alsobrook, G. C. Anderson, J. W. At- 
kinson, L. L. Cazenavette, J. R. Cutting, F. Gallo, 
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R. L. Gordon, W. H. Harris, J. Palermo, R. F. 
Sharp, D. N. Silvermann, W. R: Strange, C. J. 
Tardo and J. N. Tessitore. 


The minutes of the last meeting were read and 
approved and the reports of deaths and discharges 
given. Dr. Gordon discussed a death following a 
suprapubic cystotomy. He stated that the patient 
was a poor surgical risk, but gangrene had set in 
and was spreading so rapidly that surgery was 
compulsory. 


A motion was passed to change the date for 
staff meeting as the present one is not satisfactory 
to all. Dr. Lyons appointed a committee consist- 
ing of Drs. Alsobrook, Graffagnino and Harris to 
look into this matter. 


Dr. R. J. Cutting then spoke on the “Causes of 
Reactions Following Intravenous Injections of 
Dextrose.” The state of the patient or the dis- 
ease has nothing to do with the occurrence of re- 
actions. There are two types known as speed 
shock and water intoxication. In speed shock 
there is nausea, vomiting, a precipitous decline of 
blood pressure, tonic contractions of muscles. This 
reaction is dependent on the speed with which the 
infusions is given. The maximum rate is 75 grams 
or 300 c.c. of 25 per cent solution. Water intoxica- 
tion is characterized by inability of patient to 
swallow, puffiness about eyes, vomiting. 


It was proven that the presence of pyrogen, 
products of bacteria, in water is responsible for 
the causation of reactions. The means of insur- 
ing against the presence of pyrogenic substances 
is to use double distilled water which has been 
distilled in an all glass machine of hard glass, and 
which has been sterilized and capped immediately 
after the solution is made. Dr. Cutting then 
showed a special syringe which he uses for intra- 
venous injections. 


There being no further business, the meeting 
adjourned. 
C. J. Brown, M. D. 


SOUTHERN BAPTIST HOSPITAL. 

The regular monthly Clinical Staff Meeting was 
held Tuesday, December 22, at 8:00 p. m., with 
Dr. J. Holmes Smith in the Chair. The first paper 
was presented by Dr. E. A. Socola, who reported 
on some cases of Exanthem Subitum. This paper 
was discussed by Dr. Rena Crawford and Dr. 
James E. Bailey. Dr. E. L. King then presented 
the subject of Ruptured Uteri, and reported some 
cases. The paper of Dr. King was discussed by 
Dr. T. B. Sellers and Dr. H. V. Sims. 


During the month there were discharged from 
the hospital 469 patients. Nine of the patients 
died during this time. Only one of these cases 
came to autopsy, a very poor autopsy record. 
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KING’S DAUGHTERS’ HOSPITAL, 
GREENVILLE, MISS. 


Staff Meeting, December 9, 1931. 


Abstract.—A case report of scurvy simulating 
acute osteomyelitis of the tibia—Dr. R. D. Dick- 
ins. 


Patient.—Negro, male, aged 10 months. 


Present Illness.—Fretfulness for four days with 
slight swelling with seemingly acute pain above 
the right ankle for three days. Any manipulation 
of the distal half of the lower right extremity has 
caused him to cry. Temperature had not been 
taken. He has vomited twice in the last two 
days. 


Past History.—Normal birth. Breast fed until 
five months old, at which time his mother died 
of pneumonia. Since then he has been fed with 
boiled cow’s milk; cod-liver oil has been given ir- 
regularly, but no orange or tomato juice has been 
taken. No history of bleeding. 


Physical Examination.—Apparently well devel- 
oped. Temperature 101.2° F. Pulse 110. Definite 
swelling above the right ankle with exquisite ten- 
derness over the distal epiphyseal area of the tibia. 
Slight tenderness also present over the distal epi- 
physeal area of the left tibia. No other areas of 
tenderness located. The gums were boggy, showed 
definite evidences of hemorrhage. Other findings 
were negative. No heart murmurs. No splenic 
enlargement. No enlargement of the right in- 
guinal or popliteal lymph nodes, no evidence of 
lymphangitis. 


Laboratory Examination. —W. B. C. 10,100; 
polymorphs 51 per cent, lymphocytes 45 per cent, 
transitionals 2 per cent, eosinophiles 2 per cent; 
R. B. C. 4,000,000; hemoglobin 75 per cent. 


Roentgen-ray examination showed two very 
definite elevations of the periosteum along the dis- 
tal portion of the shaft of the right tibia, appar- 
ently due to subperiosteal hemorrhages. Also the 
distal ends of the diaphysis presented a slightly 
wooly or fluffy appearance, which was also present 
on the left tibia (“Trummerfeldzone”) though the 
shaft was not widened). 


Treatment.—Immobilization of the lower right 
extremity from above the knee down. Four ounces 
of orange juice daily. 


Course.—Recovery was sensational. 


Discussion.—This case of scurvy seems of par- 
ticular interest in that it so closely resembled 
acute osteomyelitis of the tibia. Scurvy rarely 


presents a temperature of 100° F. Here it was 
101.2° F. Symptoms of such acuteness referable 
to one area are not the rule in scurvy—here such 
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exquisite tenderness over one spot on the tibia 
makes one dubious in ruling out osteomyelitis im- 
mediately. The line of treatment for the two con- 
ditions is entirely different, thus the importance 
of a correct diagnosis is imperative. 


VICKSBURG SANITARIUM AND CRAWFORD 
STREET HOSPITAL. 
Staff Meeting, Thursday, December 10, 1931. 


Abstract.—Pyloric Obstruction. 
Birchett, Jr. 


De. J. A. Ee 


Patient.—Colored, male, aged 33 years; farmer. 
Chief Complaint.—Pain in stomach. 


History of Present Complaint.—Began in 1929; 
first noticed that had pain in pit of stomach, 
usually after meals, worse one or two hours after 
meals. At times has had sensation of being too 
full. The symptoms have gradually become worse. 
Two weeks ago pain and discomfort in epigastric 
region became continuous and patient began to 
vomit, which gave relief for two or three hours 
afterwards. Noticed that food appeared in vomitus 
which had been taken two or three days previously; 
no blood or dark material had been seen in vomitus. 
Three days ago began to vomit bright red blood 
and some old blood. There has been black sticky 
material in stools for the past week suggestive of 
blood. Has lost about thirty pounds in weight 
since August, 1931. 


Past and family history are not germane. 


Physical Examination.—Fairly well developed 
but poorly nourished negro male walked into ex- 
amining room complaining of pain in abdomen and 
vomiting blood. 


Head negative except for prominence of malar 
bones and receding of buccal fat. Eyes normal. 
Nose negative. Oral hygiene poor; tongue coated; 
breath foul; several carious teeth. Neck negative 
for thyroid or glandular enlargement. 


Heart.—Rate 88, regular, no murmur, no enlarge- 
ment. Blood pressure 120 /80. 


Lungs normal. 


Abdomen shows some rigidity; scaphoid receding 
type; thin wall; pain on palpation of the upper 
right quadrant and epigastric region. No mass 
found. 


Genito-urinary system negative. 
skin disease. Reflexes normal. 


Skin dry; no 


Clinical Laboratory.—Urine essentially negative. 
Blood Wassermann, Kline and Young, and Kahn 
tests negative. Erythrocytes 5,440,000; hemoglo- 
bin, 70 per cent; leukocytes, 17,800; small lympho- 
cytes, 20 per cent; large lymphocytes, 7 per cent; 


or 
or 
© 


large mononuclears, 8 per cent; polymorph neutro- 
philes, 65 per cent, with 30 immature forms. 


Roentgen-ray and fluoroscopic examinations show 
peptic ulcer with duodenal or pyloric obstruction. 


Procedure.—With evidence of an obstructing 
lesion at the lower end of the stomach and no food 
passing through, our desire was to get the con- 
dition of this patient improved so that he might 
have a laparotomy with a short circuit operation 
so that stomach contents could be passed to the 
small intestine for absorption and relief of 
starvation. 


To give tone to the dilated stomach, it was 
washed twice daily. At first the residual contents 
mersured more than 2000 ¢.c. Glucose was given 
twice daily and liquids were resorted to but it is 
doubtful if they were assimilated. After three 
weeks, the general condition improved somewhat 
and it was thought that if any relief could be 
offered surgically that the time was at hand. A 
brother was used as a donor and 600 c.c. of citrated 
blood were given by transfusion. The day follow- 
ing transfusion exploratory operation was per- 
formed. 


Operation.—After 125 mg. of novocaine had been 
placed in spinal canal, a high left midline incision 
was made to give easy access to stomach. The 
abdominal wall had no fat. The omentum was not 
visible. The gall-bladder was thick and fibrous and 
covered by a mass in the upper end of duodenum, 
the mass causing the obstruction. The stomach 
showed evidence of peptic ulcer on the anterior 
surface. The stomach had more tone and was 
smaller than had been anticipated following the 
prolonged over distention. The upper jejunum and 
duodenum were firmly fixed in the previously men- 
tioned mass. 

The colon, especially transverse, was firmly 
fixed to the posterior abdominal wall and it was 
impossible to lift it up to do the usual posterior 
gastroenterostomy. There was evidence of a sub- 
siding peritonitis in the region of the transverse 
colon and posterior to the stomach. A short cir- 
cuit was affected around the obstructing mass by 
doing an anterior gastroenterostomy. This was 
performed quickly and the abdomen closed. During 
the early part of the operation, the patient went 
into profound shock, due, I think, to the influence 
of the spinal anesthetic, with a sudden drop in blood 
pressure. However, the pulse of the abdominal 
aorta was full and strong and regular and after 
placing the patient in the Trendelenberg position 
and giving ephedrine, he rallied, and when he left 
the operating room seemed to be in fairly good 
condition. After being taken to ward and while 
being lifted into bed, patient again collapsed and 
could not be revived. The abdomen was imme- 
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diately re-opened and pathologica] specimen re- 
moved for study. 


Pathological Report. —-Stomach, 10x4x1% 
inches, surface smooth and glistening. An area 
1% x1 inch in prepyloric region on anterior sur- 
face, 214 inches from pylorus is much firmer than 
the surrounding tissue. At the lower part of this 
area there is a rounded depression, % x % inch, 
proximal to this area there is a small section of 
jejenum, 5x1 inch, attached by recent operation. 
Stomach opened along lesser curvature. Walls 
moderately thickened; stomach contains small 
amount of thin golden bile; no blood found. The 
mucosa is bright red; folds are apparently normal 
except in the prepyloric region on anterior wall 
corresponding to the depressed area on outer sur- 
face, where there are no folds, the mucosa is 
smooth and glistening, and bright red in color. 
At the lower margin of this area there is a 
definite punched out ulcer %x% inch extending 
through the mucosa. The margins are smooth 
with no signs of recent hemorrhage. The wall 
around the ulcer is very firm. 


The pyloric sphincter is normal in appearance 
except for injection of mucosa. The mucosa of 
the duodenum is injected but there is no ulceration. 
The duodenum is wrapped in a mass of adhesions 
and adherent to the gall-bladder, pancreas, and 
transverse colon, causing a constriction around 


duodenum about 2 inches from pylorus and almost 
obliterating the lumen. 


The gall-bladder, 24% x 1 x 1% inch, is fibrous, 
incorporated in the fibrous mass, intimately ad- 
herent to liver. On opening the gall-bladder about 
30 ¢.c. of golden black thick bile exudes. The walls 
are greatly thickened and the lining is apparently 
partially denuded. The cystic duct and common 
duct are patulous. 


The pancreas, 7 x 1% x 1 inch, is firmly adherent 
to the duodenum, transverse colon and gall-blad- 
der; firm in consistency. The transverse colon, 
9x2 inches is greenish pink, very firm. Lumen 
filled with semifluid greenish brown fecal material. 


Jejunum, 5x 1% inches, is bluish pink, smooth 
and glistening. The mucosa is injected and cov- 
ered with bright golden bile. The opening from 
the jejunum to the stomach is 1% x1 inches; no 
signs of hemorrhage. 


Omentum, 3 x 6 inches, is veil like in appearance, 
with practically no fat. 


Microscopic examination showed ulcer of stomach 
with much chronic and considerable acute inflam- 


matory and with much dense fibrosis throughout 
wall. Remainder of mucosa of stomach showed in- 
tense acute inflammatbry with considerable chronic 
inflammatory in deeper areas. Duodenum showed 
chronic and acute inflammatory; wall continuous 
and indistinguishable from fibrous mass. Gall- 
bladder shows lining denuded and wall bile 
stained; chronic inflammatory; continuous with 
chronic inflammatory mass. Liver shows some 
hyaline fibrosis in region of vessels. Pancreas not 
remarkable. 


Abstract.—Catarrhal jaundice—Dr. L. J. Clark. 
Patient.—White, male, age 15 years; school boy. 


Principal Complaint.—Swelling of face, head- 
ache, weak back. 


History of Present Complaint——Has been com- 
plaining of buring eyes and photophobia, having 
pains in various parts of body, fever, and swelling 
of face for past week or ten days. 


Physical Examination.—Temperature, 101° F.; 
pulse, 90; B. P., 130/80. Large cryptic tonsils; 
red pharynx; systolic murmur at apex. Lungs 
and abdomen negative. Blood examination showed 


nothing remarkable. Urine showed a few fresh. 


red blood cells. 


Course.—Patient was put to bed and in three 


days was feeling better, with normal temperature, 
and up and about. Seven days later patient was 


very icteric with bile in urine and slight itching 
of skin, having a great deal of epigastric discom- 
fort, particularly after meals, no diarrhea but 
chalky stools. The patient was again put to bed 
and given a bland diet and mild laxatives. In about 
three weeks the jaundice disappeared and the 
patient is entirely well at present. 


Patient.—White, female, age 18 years; school 
girl. 

History—States that about ten days ago she had 
eaten salmon that made her sick; a slight gastro- 
intestinal upset with fever, diarrhea, and later 
jaundice. 


Physical Examination Examination was nega- 
tive except temperature 99.6° F., marked general 
icterus, and slight soreness over epigastric region. 
Physical examination negative. 


This patient has been jaundiced now for three 
weeks but is slowly improving. 
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Hospital Staff 


Abstract.—Ileo-Colitis with Unusual Sequelae.— 
Dr. G. C. Jarrett. 

Patient.—White, male, 3 years old, admitted to 
hospital October 14, 1931. 

Chief Complaint.—Fever; loose, watery, bloody 
stools with mucus. 


Present Illness.—Child had been 
health up to five days before admission, at which 


in perfect 


time he awoke in the morning with high fever, 
nausea and vomiting, and soon thereafter frequent 
loose stools. During the day of onset stools became 
very loose and contained large quantities of mucus 
and blood. Since onset has had had an average of 
one stool per hour, both day and night; fever has 
remained high since onset; nausea and vomiting 
Child 


has had only water and no other food or fluid 


present up to 24 hours before admission. 


since onset, but had taken large quantities of 
water. There had been marked tenesmus with 
prolapse of rectum with each stool during the past 
48 hours. No cold, sore throat, or other respira- 
tory symptoms prior to onset. Only indiscretion 
in diet was that day before onset had eaten great 
number of green pecans. Two other children of 
the same family had also eaten green pecans and 
they too had fever with frequent stools which 


lasted only a short time. 


Physical Examination.—Temperature 101.6° F. 
Well developed and nourished but dehydrated and 
intoxicated infant, very acutely ill, fretful, drowsy, 
and does not want to be disturbed. Teeth coated; 
lips very red and dry; occasional deep inspira- 
tion with sighs; some protrusion of rectum with 
attempts at stool; irritable. Physical examination 
otherwise negative. 


Clinical Laboratory. — Erythrocytes, 7,408,000; 
hemoglobin, 87 per cent; leukocytes, 4,000; small 
lymphocytes, 4 per cent; large lymphocytes, 5 per 
cent; large mononuclears, 1 per cent; polymorph. 
neutrophiles, 81 per cent. Urine showed trace of 
acetone, and few hyaline casts, otherwise not re- 
markable. Feces showed blood, microscopic and 
chemical; no parasites or ova; cultures for typhoid, 
paratyphoid, and dysentery negative. 


Course of Treatment.—During the first week’s 
stay in hospital child was put on skimmed boiled 
cows’ milk which was taken readily; given fluids 
as orange juice and water to extent of about 40 
ounces in 24 hours. Medication consisted of para- 
goric, Dovers powders, bismuth subnitrate, and 
kaolin. In addition was given one blood trans- 
fusion of 200 c.c. of whole citrated blood intrav- 
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enously from father and repeated clyses of glucose 
At the end of this time was 
still very toxic, having about 18 to 24 stools daily 
with mucus and blood. 


solution in saline. 


At the beginning of second week Mead’s protein 
milk in barley water was substituted for the 
skimmed cows’ milk and with this the stools im- 
proved both in number and appearance; there was 
no blood and only occasionally mucus, but child 
remained dehydrated and toxic in spite of daily 
clyses or intraperitoneal injections of Hartman’s 
solution, 5 per cent glucose by clyses, and Hart- 
man’s solution in water, intraperitoneally; also 
another transfusion of 200 ¢c.c. of whole citrated 
During this time the child 
developed a marked stomatitis with cultures show- 


blood intravenously. 


ing Staphylococcus albus. 


During the next week, the stools became yellow 
and normal in appearance with no blood or mucus 
The 
ulceration of the buccal membrane became pro- 


but continued to have six to ten in 24 hours. 


gressively worse, gums became red and swollen and 
lower central incisors became loose and dropped 
out, pus oozing from the cavity. Later there ap- 
peared a swelling and redness of mandibular region 
from midline to lateral end and also upon neck for 
a distance of about 1% inches. With hot appli- 
cations the swelling subsided except for area in 
midline of mandible which remained red, hard, and 
brawny. A diagnosis of osteomyelitis of the man- 
dible was made but no surgical interference was 


advisable due to the condition of the child and also 
as free drainage was already established with the 
extraction of the lower incisor teeth. The ulcera- 
tion of the buccal membrane was not that of noma 
for there was no deep destruction of tissues with 
slough. During this period repeated clyses and 
intraperitoneal injections of Hartman’s solution 
were given and another transfusion of 250 c.c. of 
whole citrated blood given intravenously. 


Upon the 26th day after admission there was 
elicited a to and fro friction rub at the base of 
the heart but with no enlargement or mumurs. A 
diagnosis of pericarditis and septicemia was made. 
The condition of the child grew progressively 
worse until death on the 31st day after admission. 


Autopsy Findings.—Broncho-pneumonia of lower 
lobes of both lungs; fibrinous pericarditis; mul- 
tiple ulcers of small intestines in lower ilium. 
Cultures from pericardium and intestinal ulcers 
showed gram positive Staphylococcus albus and 
streptococcus, non-hemolytic. Heart blood showed 
Staphylococcus albus. 








TRANSACTIONS OF ORLEANS PARISH MEDICAL SOCIETY 


January 4—Eye, Ear, Nose and Throat Hospital 
Staff, 8 P. M. 

January 8—Pathological Conference, Hotel Dieu, 
11 A. M. to 12 Noon. 

January 8—Physiology Seminar, Tulane Medical 
School, 5 P. M. 

January 11—ORLEANS PARISH MEDICAL SO- 
CIETY. Installation of Officers, 8 P. M. 

January 13—Touro Infirmary Staff, 8 P. M. 

January 14—French Hospital Staff, 8 P. M. 

January 14—Pathological Conference, Hotel Dieu, 
11 A. M. to 12 Noon. 

January 15—I. C. R. R. Hospital Staff, 12 Noon. 

January 15—Physiology Seminar, Tulane Medical 
School, 5 P. M. 

January 18—Baptist Hospital Staff, 8 P. M. 

January 18—Hotel Dieu Staff, 8 P. M. 

January 19—Charity Hospital, Medical Section, 
8 P. M. 

January 20—Charity Hospital, Surgical Section, 
8 P. M. 

January 21—Eye, Ear, Nose and Throat Club, 
8 P. M. 

January 21—New Orleans Hospital Council, Mercy 
Hospital. 

January 22—Pathological Conference, Hotel Dieu, 
11 A. M. to 12 Noon. 

January 22—Physiology Seminar, Tulane Medical 
School, 5 P. M. 

January 22—Mercy Hospital Staff, 8 P. M. 


January 25—ORLEANS PARISH MEDICAL SO- 
CIETY, 8 P. M. 


During the month of December besides the regu- 
lar meeting of the Board of Directors, the Society 
held one regular scientific meeting. Three papers 
were presented as follows: 


Some Critical Remarks on the Whys and Where- 
fores of Bad Results in Certain Fractures. 
Illustrative Slides. 


REE reer ae eee ere ae RS Dr. A. C. King 


Discussed by Drs. Fenner, E. D. Martin and 
closed by Dr. King. 


The Place of Dextrose Phleboclysis in Surgery. 
| ae fe. 


Discussed by Drs. E. L. King, E. D. Fenner 
and closed by Dr. Cutting. 


Induction of Labor with Castor Oil, Quinine and 
Puncture of the Membrane. 
ORAS et Dr. Thomas B. Ayo. 


Discussed by Dr. E. L. King and closed by 
Dr. Ayo. 


The annual election of officers for the year 1932 
took place Saturday, December 12, and the follow- 
ing doctors were elected: 


President—Dr. John A. Lanford. 

First Vice-President—Dr. E. L. King. 

Second Vice-Preeident—Dr. Waldemar R. Metz. 
Third Vice-President—Dr. Daniel N. Silverman. 
Secretary—Dr. H. Theodore Simon. 
Treasurer—Dr, Frederick L. Fenno. 
Librarian—Dr. Alton Ochsner. 


ADDITIONAL MEMBERS 
BOARD OF DIRECTORS. 


Dr. H. B. Alsobrook, Dr. Walter E. Levy. 
Dr. Emmett Irwin, 


These officers will be installed in office on Mon- 
day, January 11, 1932. 


The Annual Dinner of the Society was held at 
the Chess, Checkers and Whist Club following the 
election on December 12. 


The following applications for membership are 
posted: 


ACTIVE MEMBERSHIP: Drs. J. W. Atkinson, 
W. T. Browne, W. R. Hardy, H. R. Mahorner, M. 
M. Odom and E. G. Walls. . 


INTERNE MEMBERSHIP: Drs. L. J. Bristow, 
Jr., L. S. Charbonnet, Jr., C. F. Gelbke, C. G. 
Johnson and Jeanne C. Roeling. 


The following doctors subscribed to the Southern 
Medical Entertainment Fund: 


Adiger, David, Alexander, L. W., Allen, Car- 
roll W., Allgeyer, E. E., Alsobrook, H. B., 
Ayo, T. B., Aleman, Ruth. 


Bacon, E. F., Bahn, Chas. A., Bailey, J. E., 
Baker, Wilmer, Bamber, J. M., Bass, C. C., Bass, 
Elizabeth, Bel, Geo. S., Bernadas, H. E., Bethea, 
O. W., Blackshear, S. M., Block, W. H., Bloom, 
Chas. J., Blum, H. N., Boebinger, M. P., Bowie, 
E. R., Bradburn, Muir, Bradburn, Wm. P., Brew- 
ster, W. R., Brierre, J. E., Brown, C. J., Brown, 
F. Temple, Brown, Geo. S., Browne, D. C., Buffing- 
ton, W. R., Burns, Edgar. 


Caine, Ansel, Caire, Arthur, Caire, Arthur, Jr., 
Calhoun, W. W., Carter, P. J., Cazenavette, L. L., 
Chalaron, F. J., Chamberlain, L..C., Chapman, 
S. A., Chetta, Frank, Cirino, J. W., Cocker, Geo. F., 
Cohen, Jos., Cohn, Isidore, Cole, C. Grenes, Cole, 
J. C., Collier, Geo. B., Crawford, Rena. 


Danna, J. A., Daspit, Henry, Davidson, J. M., 
DeBuys, L. R., de la Houssaye, Roy E., Demp- 
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sey, J. Geo., Derbofen, J. C., DeVerges, 
Dismuke, L. L., Dupuy, Homer, 
Duval, C. W. 


Ph. C., 
Durel, W. J., 


Elliott, J. B., Jr., Ernst, O. F., Eshleman, C. L., 
Eustis, Allan. 


Farley, D. J., Feldner, G. D., Fenner, E. D., 
Fenno, F. L., Ficklen, E. A., Fisher, R. H., For- 
tier, L. A. 


Gallo, Frank, Gately, T. T., Gelpi, Paul J., 
Gessner, H. B., Gillaspie, W. A., Gilpin, Florence 
Ruth, Gladden, A. H., Jr., Granger, Amedee, 
Guthrie, J. Birney. 


Halsey, J. T., Hardin, Geo. L., Harris, W. H., 
Harrison, Roy B., Haspel, M. David, Hatch, E. S., 
Havard, Katherine, Hebert, J. S., Henderson, 
W. F., Hobson, Sam, Hochfelder, Bernard, Hol- 
brook, C. S., Hopkins, Ralph, Hume, J. Raymond, 
Hume, Jos., Humphries, S. R., Hill, Lucy S., 
Irwin, Emmett L., Irwin, J. J., Isaacson, J. E. 


Jacobs, Adolph, Jamison, Chaille, Jaubert, F. L., 
Jaucuet, Clotilde, Johns, F. M., Kearney, H. L., 
King, A. C., King, E. L., Knight, H. W., 
Knolle, W. A. 


Landfried, C. J., Landry, L. H., Lanford, John A., 
Larose, J. Browne, Lawson, Edwin H., Leake, 
J. P., LeJeune, F. E., Lemann, I. I., Levin, A. L., 
Levy, Louis, Lindner, H. J., Lines, D. A., Loeber, 
Maud, Logan, G. King, Lyons, Marcy J., Lyons, 
Randolph, Lyons, Shirley C. 


MacLean, Basil C., Maes, Urban, Magruder, 
M. J., Mailhes, R. J., Mallowitz, Manni, Martin, 
E. Denegre, Martin, Jos. D., Matas, Rudolph, 
Mattingly, C. W., Menage, H. E., Menendez, J. C., 


Menville, L. J., Meraux, L. A., Metz, W. R., 
Miller, C. Jeff, Miller, H. E., Miller, M. W., 
Murphy, P. F., Musser, John H., Nix, J. T., 


Noha, Adolph. 


Ochsner, Alton, O’Ferrall, J. T., O’Hara, J. A., 
O’Kelley, J. P., Oliphant, T. H., Oriol, R. A., 
Otis, W. J., Otto, H. J., Overbay, F. A. 


Palermo, J. P., Patton, G. Farrar, Perkins, 
Wm. H., Perret, J. M., Phillips, W. D., Pigott, 
J. F., Points, J. Frank, Polmer, N. H. 


Querens, P. L. 


Rabouin, L. L., Rappannier, E. A., Rateau, 
Jules B., Reed, W. A., Robbins, I. L., Robin, W. H., 
Rodick, John C., Roeling, Wm. H., Roussel, J. N., 
Ryan, J. J. 


Salatich, P. B., Samuel, E. C., Sanders, J. T., 
Seott, L. C., Seemann, W. H., Sellers, T. B., 
Sharp, Robert F., Silverman, D. N., Simon, Sid- 
ney K., Sims, H. Vernon, Smith, Victor C., 
Smith, Wilbur C., Socola, Edwin A., Souchon, 
Edmond, Souchon, Marion, Stone, R. E., Storck, 
A. H., Strong, R. A. Stulb, J. G. 
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Talbot, Paul T., Taquino, G. J., Tebault, C. H., 
Thiberge, N. F. 


Unsworth, H. R. 


Van Studdiford, M. T., Vidrine, Arthur, Voss, 
R. C., Vickery, E. B. 

Wagner, W. A., Walet, E. H., Walshe, T. J., 
Walther, H. W. E., Warren, J. W., Weber, Arthur, 
Weil, Arthur I., Weis, J. D., Williamson, G. Rich- 
arda, Wills, S. H., Wilson, M. F., Wirth, W. R., 
Womack, David R., Wymer, J. J. 


Yenni, A. S. 


TREASURER’S REPORT. 





Actual book balance: 10 /31/31.................... $231.52 
Credits in November ...............<<0-..c..:.....-....... 544.54 

$776.06 
November Expenditures ..........................--.-+- $433.28 
Actual Book Balance 11/30 /31......................$842.78 


LIBRARIAN’S REPORT. 


Eighty-eight books have been added to the 
Library during November. Of these 49 have been 
received by binding, 23 by gift, 11 from the 
New Orleans Medical and Surgical Journal and 
5 by purchase. A notation of new books of re- 
cent date is made below. 


The Library had constant visitors during the 
Southern Medical Association and _ successive 
meetings. Special exhibits were made in the 
History Room on various phases incident to the 
History of Medicine in New Orleans. The dis- 
plays were given much interested attention by our 
numerous visitors. 


New Books. 
Krantz—Fighting Disease with Drugs. 1931. 
Jordan—Text-book of General Pathology. 1931. 


Gauss—Clinical Dietetics. 1931. 
Lyttle—Laboratory Pediatrics. 1930. 
Helmholtz—Diseases of the Genito-Urinary Sys- 
tem in Infancy and Childhood. 1930. 
Composite Index and Simulative Supplement to 
Clinical Pediatrics. 1930. 
von Economo—Enceophalitis Lethargica. 
Carter—Yellow Fever. 1931. 
Randall—Surgical Pathology of Prostatic Obstruc- 


1931. 


tion. 1931. 

Spira—Causation of Chronic Gastro-Duodenal 
Uleer. 1931. 

Harvey Lectures. 1929-30. 

Harvey Lectures. 1930-31. 


Addis—Renal Lesions in Bright’s Disease. 1931. 
McCarthy—Histopathology of Skin Diseases. 1931. 


Rockefeller Foundation—Annual Report. 1930. 
H. Theodore Simon, M. D., 
Secretary. 





LOUISIANA STATE MEDICAL SOCIETY NEWS 
H. Theodore Simon, M. D., Associate Editor. 


PRESIDENT’S PAGE 


POLITICS. 


In the constitution and by-laws of nearly every 
Medical Society, there is an unwritten section 
which if written, would read: ‘“‘We must never 
enter into partisan politics.” This is a wise pro- 
vision and its corollary, ‘“‘We should take an active 
part in non-partisan politics,” should be the rule 
for every physician, even if not of his Medical 
Society. 


On January 19, we will elect (the primary 
is equivalent to election) a legislature for the 
next four years. My message to you this month 
is to consider carefully, your selection from the 
number offering for these important positions. 


Adverse legislation to Organized Medicine is, 
as a rule, due to ignorance and false information. 
Your legislative committee and those allied with 
it, who have fought our battles at Baton Rouge 
in the past, will tell you that a doctor in the 
Senate or House, is a tremendous asset to them. 
They will likewise tell you that as a rule, a legis- 
lator will listen when he hears the voice of his 
family physician at home. 


Therefore, where you have the opportunity, do 
your best on January 19 to send as many doc- 
tors to the legislature as is possible, and if you 
happen to be the family physician of a member 
of the Senate or House, get from him a promise 
that he will advise with you on matters affecting 
the medical profession before he casts his vote. 


The State Medical Society has nothing to put 
over, but it has much to defend and there may 
be much to fight. United, we need have no fear; 
divided, or indifferent, anything may happen. 


Leaving Baton Rouge and centering our atten- 
tion on Washington, we find matters of most vital 
importance that affect the whole American medi- 
cal profession. The World War Veterans’ Act, as 
finally amended and now operating, provides for 
free transportation, medical service and hospital 
care to all veterans, regardless of their financial 
status, or non connection of present illness with 
their service during the war. It is estimated that 


the cost of completing the construction program, 
equipment of the necessary hospitals, staff main- 
tenance, transportation of veterans, etc., will rur 
over a billion dollars per year. 


The Dr. Shoulder’s Resolution or Plan which 
will probably reach Congress for enactment into 
law, offers as a substitute for the latest amend- 
ment to the Veterans’ Act, a form of insurance 
providing twenty dollars per week for medical 
service and twenty dollars per week for hospital 
care, enabling the veteran to remain at home 
under his family physician, and if necessary, his 
home or near home hospital. 


Under the present law, red tape delay excludes 
all veterans from free medical service and hos- 
pital care, excepting those whose illness permits 
delay. The man who is acutely ill, gets no help 
from the Government; he must provide for him- 
self, and we all know that acute illnesses are the 
most dangerous, most urgent and by far, the 
most frequent. 


The present law provides for only a few and 
those not urgently in need: the Shoulder’s Plan 
provides for all and leaves it optional with the 
veteran, whether he will be transported far from 
home and treated by strangers, or remain near 
and at home and treated by a physician of his 
own choosing. The text of the Shoulder’s Plan, 
with discussions and explanations, appears in the 
Journal of the American Medical Association 
Bulletin of October, 1931. 


Let me urge you to read carefully this Plan, and 
by your influence with your veteran friends and 
your local Legion Post; get their support. 


The Shoulder’s Plan was not inspired by a 
mercenary dream, but by a desire to preserve a 
Great American Institution and the Democratic 
principle of the practice of medicine in America. 


I feel that I can bring to your attention at this 
time, no matter of greater importance to the 
profession, and I urge your influence be exerted 
among your veteran friends, for its support. 


S. C. Barrow, President. 
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Louisiana State 


Report of the Judicial Council of the American 
Medical Association Concerning the Appeal 
of the East Baton Rouge Parish Med- 
ical Society from the Decision of 
the Council of the Louisiana 
State Medical Society. 


“The Louisiana State Medical Society over- 
stepped the provisions of the state society consti- 
tution and by-laws in peremptorily ordering the 
East Baton Rouge Parish Medical Society to take 
certain men into membership. The qualiying 
statement ‘subject to the rules governing such 
society’ (Chapter XII, Section 8, By-Laws of the 
Louisiana State Medical Society) and the state- 
ment ‘Each parish society shall judge of the 
qualifications of its own members’ (Chapter XII, 
Section 5) plainly indicate that the intention of 
the framers of the constitution and by-laws was 
not to compel a parish society to accept into 
membership one who to a certain defined per- 
centage of members was undesirable. The rule 
and procedure of the East Baton Rouge Parish 
Medical Society is and always has been to admit 
members, whether by new application or by trans- 
fer, by a four-fifths majority vote. It is this pro- 
cedure that is protected in Chapter XII, Section 
8, of the state society by-laws by the qualifying 
phrase ‘subject to the rules governing such so- 
ciety.’ Protected as the East Baton Rouge Parish 
Medical Society is by the terms of the Louisiana 
State Medical Society by-laws, it is beyond the 
power of the council of the Louisiana State Med- 
ical Society either to compel the East Baton Rouge 
Parish Medical Society to accept the rejected 
applicants concerned in this appeal or to cancel 
the charter of the East Baton Rouge Parish Med- 
ieal Society because they are not accepted.” 


DR. MATAS HONORED. 


On the evening of Thursday, December 17, 
the seventieth birthday and the fiftieth anniversary 
of his graduation from the School of Medicine 
of Tulane was appropriately celebrated in the 
Hutchinson Building. Dr. Matas was presented 
with a Festschrift Volume, the material for which 
had been collected by a committee of his younger 
associates, consisting of Drs. Cohn, Maes, Gessner, 
Metz, LaRue, Fenner, Landfried, Daspit, Gage, 
Lemann, Bass, Miller, Ochsner, Menage, Bayon, 
and the late Dr. Lynch. Dr. Isidore Cohn was 
Chairman of this Committee. The volume has been 
already’ mentioned in the New Orleans Medical 
and Surgical Journal, and contains a series of 
scientific essays by surgical leaders throughout 
the world. 
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The speakers at the presentation exercises 
were Dr. C. Jeff Miller, Past President of the 
American College of Surgeons, Dr. John A. Lan- 
ford, President-Elect of the Orleans Parish Medi- 
cal Society; Dr. H. B. Gessner, Past President 
of the Louisiana State Medical Society; Dr. J. 
M. Mason, Past President of the Southern Surgi- 
cal Association; Dr. M. J. Magruder of the Board 
of Administrators of Tulane, and Dr. C. C. Bass, 
Dean of the School of Medicine of Tulane. Par- 
ticularly notable was the address of Dr. Frederick 
L. Hoffman, the noted statistician from Newark, 
New Jersey. In receiving the beautiful and es- 
pecially bound volume, Dr. Matas spoke with his 
usual felicity, and seemed deeply touched by the 
expressions of appreciation of him as a world 
famous surgeon who has, in accomplishing what 
he has, brought fame to the City of New Orleans. 


WEBSTER PARISH MEDICAL SOCIETY. 


The Webster Parish Medical Society met on 
December 8, 1931, at 8:00 p. m. at the Minden 
Sanitarium, for the last quarterly meeting of the 
year of 1931. The following officers were elect- 
ed: President, Dr. S. M. Richardson, Minden; 
Vice-President, Dr. John Pugh, Cotton Valley; 
Secretary-Treasurer, Dr. Wilkins McDade, Min- 
den, re-elected; Delegate to State Society, Dr. W. 
C. Summer, Minden; and Alternate to State So- 
ciety, Dr. John Pugh, Cotton Valley. A report of 
cases of obstetrics was given by Dr. C. M. Baker 
of Minden. The Society adjourned after refresh- 
ments were served at the Minden Sanitarium. 


W. McDade, Secretary-Treasurer. 


CLAIBORNE PARISH MEDICAL SOCIETY. 


At the annual meeting of the Claiborne Parish 
Medical Society, held on December 8, 1931, in 
Homer, Louisiana, the following officers were 
elected for the year 1932. President, Dr. C. A. 
Wolff, Haynesville; Vice-President, Dr. E. B. Mid- 
dleton, Homer; Secretary-Treasurer, Dr. H. R. 
Marlatt, Homer; Delegate to State Meeting, Dr. 
J. W. Featherstone, Homer; Alternate to State 
Meeting, Dr. E. B. Middleton, Homer. The meet- 
ing was very interesting, with a good attendance, 
and followed by a banquet. The guests included 
Dr. S. C. Barrow, President of the Louisiana State 
Medical Society, Dr. P. R. Gilmer, Dr. L. W. Gor- 
ton, Dr. J. E. Knighton, Sr, and Dr. J. C. Willis, 
Sr., all of Shreveport. 


H. R. Marlatt, M.D., Sect’y-Treas. 
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BI-PARISH MEDICAL SOCIETY. 

The East and West Feliciana Bi-Parish Medical 
Society met in the Rist Hotel, Clinton, La., with 
Dr. S. L. Shaw, Vice-President, presiding. Election 
of officers for 1932 resulted as follows: Dr. S. L. 
Shaw, President, Dr. C. C. Blakeney, Vice-Presi- 
dent, Dr. E. M. Toler, Secretary-Treasurer, Dr. J. 
W. Lea, Delegate to State Medical Society Con- 
vention, and Dr. E. M. Robards, Alternate. 
Scientific Program. Dr. Herbert E. Cannon of 
New Orleans read a most excellent paper on tu- 
laraemia. Dr. C. S. Toler of Charity Hospital, 
New Orleans, opened the discussion. Dr. N. F. 
Thiberge of New Orleans read a learned and sci- 
entific paper on allergy. Dr. J. W. Lea opened 
the discussion on this paper. A vote of thanks 
was extended to Drs. Cannon and Thiberge for 
the presentation of these papers. Drs. Thiberge 
and Cannon were elected’ honorary members of 
this Society. The next meeting will be in Jack- 
son, the first Wednesday in February, at 7:30 
p. m. in the East Louisiana State Hospital. 


S. L. Shaw, President, 
E. M. Toler, Secretary. 


AVOYELLES PHYSICIANS HOLD INTEREST- 
ING MEETING AND ELECT OFFICERS. 


The Avoyelles Parish Medical Society held its 
last meeting of the year at Marksville, December 
ninth. Dr. Walter F. Couvillon was host to the 
occasion. Including Dr. Emmett L. Irwin, for- 
mer President of the Orleans Medical Society and 
Professor of Surgery in the new L. S. U. Medical 
Center, the society was also honored by the pres- 
ence of Drs. Jack Cappel, I. F. Littell, Emeric 
de’Nux, Barker and Barber all of Rapides. Owing 
to the absence of Dr. R. G. Ducote, president and 
Dr. H. C. Jones, Vice-President, Dr. Kirby Roy 
acted as temporary chairman. The following mem- 
bers answered the roll call: Drs. Emil Regard, 
A. T. Barbin, W. F. and S. J. Couvillon, Kirby A. 
Roy, Sylvin de’Nux and W. A. Quirk. Through 
the courtesy of the H. A. Metz Laboratories of 
New York, motion picture films were furnished 
the Society demonstrating the modern “Spinal 
Anesthesia” technic. Dr. Barber of Alexandria, 
member of the medical firm of Simmons, Rand 
and Barber manipulated the machine, and this 
phase of the scientile program proved quite in- 
teresting to the doctors. 


Dr. E. L. Irwin delivered a most interesting talk 
following the demonstration along the same sub- 
ject and cited not only his experience with spinal 
anesthesia at the Hospital and private practice, 
but stated he had advised using it on himself as 
the substitute for a general anesthestic. Follow- 
ing the scientific program the following officers 
were elected for the ensuing year: Dr. Walter 


F. Couvillon, President, Dr. H. C. Jones re-elected 
Vice-President and Dr. S. J. Couvillon re-elected 
Secretary-Treasurer. Dr. S. de’Nux, Delegate, and 
Dr. Kirby as his alternate were retained. Fol- 
lowing a sumptuous supper, the Society adojurned 
to meet at Bordelonville aMrch 13, 1932. 


S. J. Couvillon, M. D., 
Secretary. 
ACADIA PARISH MEDICAL SOCIETY. 
The Acadia Parish Medical Society held its 
annual meeting at the home of Dr. J. P. Mau- 
boules, Rayne, La., on December 11, 1931, with 
the following members present: Drs. S. R. Henry, 
H. L. Gardiner, A. R. Morgan, J. W. Faulk, of 
Crowley, Louisiana, Drs. J. D. Hunter, E. C. 
Faulk, L. L. Kahn of Rayne, Louisiana. 


The following officers were elected for the en- 
suing year: 


President—Dr. S. R. Henry, Crowley, Louisi- 
ana. 


Vice-President—Dr. E. C. Faulk, Rayne, Loui- 
siana. 


Sec.-Treas.—Dr. J. W. Faulk, Crowley, Louisi- 
ana. 


Preceeding the session the Society was the 
guest of Dr. and Mrs. J. P. Mauboules at a four- 
course turkey banquet with all of the necessary 
trimmings. 


Following the business session the scientific 
program was in charge of Drs. J. P. Mauboules, 
and J. D. Hunter of Rayne, La., who discussed 
Medical Ethics and the Business Aspects of the 
practice of medicine. 


Dr. L. L. Kahn of Rayne gave us a four-reel 
moving picture of tramatic surgery of the leg. 


The Society adjourned with the understand- 
ing that we would have some scientific meetings 
during the following year, however, no definite 
date as yet was decided upon. 


J. W. Faulk, M. D., Sec.-Treas. 


1932 PARISH OFFICERS. 


The following Parish Medical Societies have 
elected officers for 1932: 


Beauregard Parish: President, Dr. T. A. Guil- 
lory, Merryville; Vice-President, Dr. John D. 
Frazar, DeRidder; Secretary-Treasurer, Dr. R. 
L. Love, DeRidder. 


DeSoto Parish: President, Dr. W. B. Hewitt, 
Mansfield; Vice-President, Dr. R. A. Tharp, Mans- 
field; Secretary-Treasurer, Dr. D. C. McCuller, 
Mansfield; Delegate, Dr. R. A. Tharp, Mansfield. 
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Franklin Parish: President, Dr. A. J. Reynolds, 
Winnsboro; Vice-President, Dr. R. L. Segrest, 
Wisner; Secretary-Treasurer, Dr. R. E. King, 
Winnsboro; Delegate, Dr. R. L. Segrest, Wisner; 
Alternate, Dr. J. D. Rogers, Winnsboro. 


Iberia Parish: President, Dr. Guy A. Shaw, New 
Iberia; Secretary-Treasurer, Dr. P. A. Boykin, 
Jeanerette; Delegate, Dr. Guy A. Shaw, New 
Iberia; Alternate, Dr. P. A. Boykin, Jeanerette. 


Ouachita Parish: President, Dr. A. G. McHenry, 
Monroe; Vice-President, Dr. E. J. Young, Monroe; 
Secretary-Treasurer, Dr. J. W. Murphy, Monroe. 


Pointe Coupee Parish: President, Dr. J. O. St. 
Dizier, Walls; Vice-President, Dr. J. F. Cazayoux, 
New Roads; Secretary-Treasurer, Dr. J. F. Caz- 
ayoux, New Roads; Delegate, Dr. R. McG. Car- 
ruth, New Roads. 


Terrebonne Parish: President, Dr. R. W. Col- 
lins, Houma; Vice-President, Dr. T. I. St. Martin, 
Houma; Secretary-Treasurer, Dr. S. F. Landry, 
Houma; Delegate, Dr. H. L. Haydel, Houma; 
Alternate, Dr. J. B. Duval, Houma. 


St. Tammany Parish: President, Dr. Lawrence 
Young, Mandeville; Vice-President, Dr. F. R. 
Singleton, Slidell; Secretary-Treasurer, Dr. J. F. 
Polk, Slidell; Delegate, Dr. F. F. Young, Coving- 
ton; Alternate, Dr. J. K. Griffith, Slidell. 


VOX SANITATIS. 

A new publication is making its bow to the 
medical profession and citizenry of New Orleans. 
The first number of the first volume of Vox 
Sanitatis comes out with the announcement that 
subsequent editions will be issued every sixty 
days, and the copies of the publication will be 
sent to any citizen of New Orleans who requests 
it. The Editor of this bi-monthly bulletin of the 
State Board of Health is Charles J. Ball, who is 
to be congratulated upon the neat appearance 
and the careful editing of this little pamphlet. 
The leading article has to do with the question 
of the local undulant fever controversy, and more 
than half of this edition is taken up by a discus- 
sion of the importance of pure milk and other 
phases of the milk question. The rest of the 
bulletin points out the diseases that must be 
reported to the Board of Health; it discusses the 
death rate for the City of New Orleans and shows 
how large is the non-resident death rate of the 
City as contrasted with other cities throughout 
the United States; and concludes with a few 
abstracts and news items. 


INFECTIOUS DISEASES OF LOUISIANA. 

Dr. J. A. O’Hara of the State Board of Health 
of Louisiana, in collaboration with the United 
States Public Health Service, has issued the fol- 
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lowing weekly reports of infectious diseases in 
the State. Briefly abstracted these morbidity 
weekly reports show that for the week ending 
November 21 there were reported 123 cases of 
syphilis, 59 cases of diphtheria, 41 of gonorrhea, 
22 of pneumonia, 28 of typhoid fever, 21 of pul- 
monary tuberculosis, and 41 of scarlet fever. One 
case of small pox was reported, and one of un- 
dulant fever. For the next week, ending Novem- 
ber 28, the outstanding diseases and their num- 
bers were: forty-nine cases of diphtheria, 47 of 
pulmonary tuberculosis, 40 of pneumonia, 22 of 
scarlet fever, 11 of typhoid fever, and 27 of 
cancer. There were 8 cases of small pox report- 
ed in this week. For the week ending December 5, 
there were reported 133 cases of syphilis, 54 cases 
of gonorrhea, 56 of diphtheria, 107 of pneumonia, 
23 of scarlet fever, 17 of cancer, and 20 of ty- 
phoid fever. During this week there were 4 cases 
of small pox reported. For the fiftieth week of 
the year, ending December 12, the following were 
the important diseases reported: 54 cases of 
syphilis, 37 of diphtheria, 25 of malaria, 32 of 
pulmonary tuberculosis, 31 cases of pneumonia, 
27 cases of influenza, and 22 cases of scarlet 
fever. During this week there were reported 33 
cases of typhoid fever, a rate nearly four times 
the five-year average. There were also reported 
3 cases of small pox, a definitely preventable dis- 
ease. 


HEALTH OF NEW ORLEANS. 

The Department of Commerce of the Division 
of Vital Statistics has issued the following mor- 
tality information in the City of New Orleans. 
For the week ending November 21, there occurred 
in the city 118 deaths, giving a death rate of 
13.2. Seventy-four of these deaths were in the 
white population, and 44 in the colored, giving 
a death rate of the former 11.6, and of the latter 
17.0. The infant mortality rate in this particu- 
lar week was extremely low, only 7 deaths in 
children under one year of age being reported, 
giving a rate of 39. For the week ending Novem- 
ber 28, the death rate 14.3 was still well below 
the average for the first 48 weeks of last year 
that is, 1930. During this week there were 
82 deaths in the white and 46 deaths in the col- 
ored, with a rate of 12.8 in the white and 17.8 
in the colored population. The infant mortality 
rate had increased slightly, going up to 67, as a 
result of 12 children under one year of age dying. 


The report for the week ending December 5 is 
not available, but the report ending the week 
December 12 shows that there were 136 deaths 
in New Orleans, giving a total death rate of 15.2, 
the total deaths being made up of 78 white and 
58 colored, the death rate of the latter being 
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2.5. The infant mortality rate of this week was 
3, as a result of deaths of 13 children under one 
year of age. The death rate for the year 1931, 
including the past 50 weeks, is still considerably 
1930. 


2 
9 
7 


lower than the arte for 


NEWS NOTES. 

The Surgeon General of the United States Pub- 
lic Health Service has ordered Surgeon T. B. H. 
Anderson, Medical Director L. L. Lumsden, Senior 
Bacteriologist Sara E. Branham, and Physicist 
James E. Ives to New Orleans to attend a meeting 
of the American Association for the Advancement 
of Science, December 28, 1931, to January 2, 
1932. 


Dr. Paul Tilman Talbot, Assistant Professor 
of Gynecology in the Graduate School of Medicine 
of The Tulane University of Louisiana, attended 
a conference on arthritis held at Pittsburgh, Pa., 
under the auspices of the American Society of 
Arthritis December 2-7, 1931. 


a@-l, 


Dr. Isidore Cohn, Professor of Clinical Surgery 
in the Graduate School of Medicine of The Tu- 
lane University of Louisiana, attended a meeting 
of the Southern Surgical Association held at White 
Sulphur Spring, Va., December 8-11, 1931, and 
presented a paper on “Skeletal Defects in Anom- 
alies.”’ 


The Academy of Medicine of Cleveland has 
planned this year to give a series of four lec- 
tures through the Health Education Foundation. 
These lectures are free to the public and are given 
Sunday afternoon during the course of four 
months in the winter. This is a most laudatory 
and commendatory effort to educate the medical 
public. The lectures are given by outstanding 
men in the city and last year were enthusiastically 
attended by the laity of the city. 


ANNUAL MEETING OF THE RADIOLOGICAL 
SOCIETY OF NORTH AMERICA. 


The seventeenth yearly meeting of the Radiol- 
ogical Society of North America was held in St. 
Louis, the first week in December. A magnificent 
program of some 165 scientific presentations was 
prepared by the committee in charge of the pro- 
gram. Several of the Louisiana State doctors took 
part in this program. Dr. Leon J. Menville opened 
the discussion of a paper on general medical 
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economics as related to the practice of radiology, 
and Dr. Amedee Granger a discussion on a paper 
on the indications for irradiation treatment of 
inter-uterine treatment. Dr. Menville also led a sym- 
posium on diseases of the thyroid considered from 
the point of view of the roentgenologist, the sur- 
geon, the internist, and medicine. Dr. A. Jerome 
Thomas of Shreveport read a paper on “The 
Radiographic Diagnosis for Early Pregnancy.” Dr. 
Leon J. Menville, Dr. J. N. Ane, and S. N. Black- 
berg presented a paper on “X-Ray Experimenta! 
Studies Showing that Rachitic Rats with Healed 
Bone Lesions Continue to Show 
Their Gastro-Intestinal Tract.” 


Alterations in 


DALLAS SOUTHERN CLINICAL SOCIETY. 

Dr. G. F. Goff, Chairman of the Publicity Com- 
mittee of the Dallas Southern Clinical Society, 
which will meet in Dallas, March 28 to April 1, 
1932, reports that their program has been very 
nearly completed. Dr. Edward H. Cary, President 
of the American Medical Association, will deliver 
a welcome address at the first evening’s meeting. 
Dr. Thomas R. Brown, Professor of Gastro-enter- 
ology, John Hopkins University, will speak on 
“The Story of Digestion,” and Dr. Frank L. Lahey 
will talk on “The Thyroid Gland.” The eminent 
and well known author, Dr. Jos. Collins, will speak 
on “How Can We Stem the Rising Tide of In- 
sanity in this Country.” On Tuesday evening, 
there will be a symposium on “Diseases of the 
Biliary Tract,’”’ which will be led by Dr. Thos. 
McCrae of Philadelphia, Dr. J. Shelton Horsley of 
Richmond, and Dr. M. C. Sosman of Boston. Wed- 
nesday evening will be devoted to a clinic din- 
ner, and Thursday evening two symposia will be 
held. The first on “Arthritis” will be led by Dr. 
John A. Kolmer of Philadelphia, and the other 
on “Conservation of Maternal Health” will fea- 
ture Dr. Edward H. Richardson of Baltimore. 
Round table luncheons will be held every day, 
and on the last two days of the week hospital 
ward rounds and surgical operative clinics. 


These high spots in the program arranged by 
the Dallas Southern Clinical Society indicate just 
how successful the doctors of Dallas have been 
in their making available to the medical profes- 
sion of the South post graduate teaching. The vari- 
ous committees and those in charge of the ar- 
rangements are to be congratulated c+ what they 
have accomplished. 
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ALVARENGA PRIZE OF THE COLLEGE OF 
PHYSICIANS OF PHILADELPHIA. 

The College of Physicians of Philadelphia an- 
nounces that the next award of the Alvarenga 
Prize, being the income for one year of the be- 
quest of the late Senor Alvarenga, and amount- 
ing to about Three Hundred Dollars, will be made 
on July 14, 1932, provided that an essay deemed 
by the Committee of Award to be worthy of the 
Prize shall have been offered. 


The Alvarenga Prize for 1931 has been award- 
ed to Dr. Edgar S. J. King, Melbourne, Australia, 
for his essay entitled: ‘‘The Nature of the Stroma 
of the Ovary.” 

John H. Girvin, Secretary. 


AMERICAN ASSOCIATION FOR THE STUDY 
OF GOITER. 

The American Association for the Study of 
Goiter again offers an award of Three Hundred 
Dollars ($300.00) for the best essay based upon 
original research work on any phase of goiter 
presented at their Annual Meeting in Hamilton, 
Ontario, Canada, June 14, 15, and 16, 1932. It is 
hoped this offer will stimulate valuable research 
work, especially in regard to the basic cause of 
goiter. 

Competing manuscripts must be in English and 
in the hands of the Corresponding Secretary, J. R. 
Yung, M. D., Rose Dispensary Bldg., Terre Haute, 
Ind., not later than March 15, 1932. Manuscripts 
arriving after this date will be held for the next 
year or returned at the author’s request. 


J. R. Yung, M.D., Corresponding Sect’y. 


AMERICAN BOARD FOR OPHTHALMIC 
EXAMINATIONS. 


The American Board for Ophthalmic Examina- 
tions will hold an examination in New Orleans on 
Monday, May 9, 1932, at the time of the meeting 
of the American Medical Association. 


Necessary applications for this examination can 
be procured from the Secretary, Dr. William H. 
Wilder, 122 South Michigan Avenue, and should 
be sent to him at least sixty days before the date 
of the examination. 

Wm. H. Wilder. 
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WOMAN’S AUXILIARY. 

In New Orleans there is gloom left behind the 
meeting of the Southern Medical Association when 
one realizes that the long anticipated event has 
come and gone, but also there is satisfaction in the 
thought of the many new contacts that were made 
and the numerous avenues that have been opened 
up for permanent friendships and understanding. 
So our au revoir to the 1931 meeting is made with 
these mingled feelings. We, in New Orleans, hope 
that our sisters left with the same reluctance we 
felt in having them go and that they, too, are 
experiencing the state of anticipation that we all 
have towards having them again with us in the 
near future. The registration of the women was 
large, rather more numerous than was expected 
and all the entertainments planned were attended 
by a great number. A meeting of the Woman’s 
Auxiliary to the Southern Medical Association 
started the convention, followed by a luncheon 
where we were able to get into close touch with 
National President, the President of the 
Southern Medical Association, and the different 
officers, which was a privilege we were deeply 
appreciative of. The President of the Auxiliary 
to the Orleans Medical Society delivered the ad- 
dress of welcome which follows: 


President’s Address. 
Madam President—Fellow Members of the Wom- 


an’s Auxiliary to the Southern Medical Asso- 
ciation: 


our 


It affords me great pleasure to welcome you 
ladies of our beloved Southland to old New Or- 
leans. 


As you know New Orleans is unique in that it 
It is rich in local 
It 
is also famous for its genuine hospitality, gaiety, 
and open heartedness, and in the few days that 
we are privileged to have you among us we want 


is not a typical American city. 
color and romance, legend and historic lore. 


to show you something of our friendship and of 
our city. 


New Orleans has been the host of many medi- 
cal conventions—I say host because in the past 
it has been the doctors who have extended the 
invitation and prepared for your entertainment. 
But this year we are proud to tell you that you 
not only have a host but also a hostess in the 
Woman’s Auxiliary to the Orleans Parish Med- 
ical Society. 


<> 
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It is interesting to note that in 1924 the Auxili- 
ary to the Southern Medical Association was or- 
ganized here in New Orleans, and it is a happy 
coincidence that five years later our president, 
Mrs. S. A. Collom, was organization chairman 
and was instrumental in having Louisiana form 


an auxiliary. 

You may know that with all these happy as- 
sociations how glad we are to have you as our 
guests today, and we hope that the Woman’s 
Auxiliary to the Southern Medical Association 
coming back to the place of its birth will make 
this a glorious homecoming, one that will be long 
remembered, and oft repeated. 


And on behalf of our home organization we 
wish to present you with a token of our high 


esteem. 


After the luncheon a number of our guests 
attended the meeting of The Garden Society and 
in the evening our time was taken up by the 
President of the Southern Medical Association’s 
Address and reception and dance in his honor. 
Thursday the Vieux Carre more than held its 
own and the evening entertainment and recep- 
tion at the Auditorium filled 
Friday a most enjoyable trip was taken to the 


in untaken time. 


Gulf Coast, which from rumors proved to be all 
that could be anticipated of the beautiful Riviera 
of the South. 


a feeling of such good fellowship and willingness 


With these remembrances comes 


to do and remember always our friends made 
during this memorable meeting of 1931. 


The Auxiliary to the Orleans Parish reports 
that its membership has grown to such an extent 
that it is now necessary to have a designated 
place for the monthly meetings. This decision 
was reached reluctantly, for we have all enjoyed 
the hospitality of our members who have gener- 
ously thrown open their houses, but we feel that 
our choice is an excellent one for we have been 
fortunate enough to secure the really beautiful 
Orleans Club, and in the future will have our 
meetings there. A large membership heard Dr. 
Harry B. Levey, Director of the New Orleans 
Child Guidance Clinic, give a most interesting 


and needed talk on “The Role of the Doctor’s 
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Wife in Mental Hygiene of Childhood.” This in- 
teresting program closed with unusually beauti- 
ful music and the finale was the social hour after- 
wards. 


The State Society held an Executive Meeting 
in New Orleans directly after the Southern Meet- 
ing, and it was deemed interesting to publish the 
highlights of that gathering. The usual reports 
were read and approved. The historian, Mrs. H. 
B. Gessner, told of the claim Louisiana has to 
having had the first Caesarean section performed 
in this country. An interesting motion was made 
and carried that the Executive Board meeting 
would be held in the morning, and that the open 
meeting and election of officers would take place 
around the tables at luncheon on Monday, pre- 
ceding the American Medical Association Conven- 
tion. As it would be impossible to have a nomi- 
nating committee function between the Execu- 
tive and open meeting, motion was made and 
carried that the nominating committee be elected 
at this meeting. An Executive Committee was 
elected to confer with the President at any time 
deemed necessary by her. The meeting was ad- 
journed and the members went to a luncheon 


given in honor of Dr. Keyes of New York. 


Jambalaya. 

Mrs. A. B. McGlothlan, our National Presi- 
dent, very generously gave us some of her time 
by attending the State Executive Board Meeting, 
and also by advising us, at an extra meeting, of 
our duties and responsibilities for the coming 
American Medical Association Meeting. Mrs. 
McGlothlan proved herself to be more than 
worthy of the honor bestowed on her when she 
was elected President, for her gracious personal-. 
ity and charming manners linger with us and 
still will for many months. 


We regret to report that with the exception 
of the Auxiliary to The Orleans Parish our other 
Auxiliaries have not been heard from this month 
and trust in the New Year each month will bring 
us at least some small news items. 


M. H. Musser, 
State Publicity Chairman. 
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THAT WE MAY KNOW EACH OTHER BETTER. 
Dr. Willie Harvey Watson was born at Virgil, 


Rankin County, Mississippi, February 20, 1884. 


He received his preliminary education in the pub- 
lic and high schools of Rankin County, and his 


degree in medicine 
from Tulane Universi- 
ty in the class of 1910. 
Licensed to practice 
medicine in Mississip- 
pi, he located at Fan- 
nin on June 1, 1910, 
moved to _ Florence 
September 1, 1911, to 
Brandon April 1, 1916, 
and became associated 
with the Pearl River 
Lumber Company, 
Pelahatchie, Novem- 
ber 1, 1929. He moved 
his family to Pela- 
hatchie January 1, 
1930. 

Dr. Watson was ap- 
pointed a member of 
the Mississippi State 
Board of Health on 
January 1, 1917, and 
served continuously in 
this capacity until 
May 1, 1930, most of 
the time being a mem- 
ber of the executive 
committee of the board. 

While practicing at 
Florence, Dr. Watson 
was local surgeon for 
the G. and S. I. R. R. 
Co., and at Erandon 
was local surgeon for 
the A. and V. R. R. Co., and the I. C. R. R. Co. 
He is at present local surgeon for the I. C. R. R. 
Co. at Pelahatchie. 


Dr. Watson is a member of the Central Medi- 
cal Society, the Mississippi State Medical Associ- 
ation, the Southern Medical Association, and a fel- 
low of the American Medical Association. He is 
an elder in the Presbyterian Church, a Mason, a 
Knight of Pythias, and a member of all local 
civic organizations. 


CALENDAR. 


January 1: Natchez Medical Club, 1 p. m. 
January 4: Staff of Jackson County Hospital, 
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7:30 p. m.; Staff of Meridian Sanitarium, 7 p. m. 

January 5: Staff of King’s Daughters’ Hospital, 
Prookhaven, 7:30 n. m. 

January 6: Staff of Chamberlain-Rice Hospital, 
Natchez; Staff of Vicksburg Infirmary, 7:30 p. m.; 
Staff of Rush’s Infirm- 
ary, Meridian, 7 p. m.; 
Staff of Dr. F. G. 
Riley’s Children and 
Maternity Hospital and 
Clinic, Meridian, 7 p. 
m. 

January 7: Pike 
County Medical Socie- 
ty, McColgan Hotel, 
McComb, 7 p. m. 

January 8: Staff of 
Anderson Infirmary, 
Meridian, 7 pb. m. 

January 11: Staff of 
Vicksburg Sanitarium 
6:30 p. m. 

January 12: Staff of 
Natchez Sanatorium, 7 
p. m. Issaquena-Shark- 
ey-Warren Counties 
Medical Society, Y. M. 
C. A., Vicksburg, 7 p. 
m.; Winston County 
Medical Fraternity, 
Louisville. 

January 13: Staff of 
King’s Daughters’ Hos- 
pital, Greenville, 7 p. 
Winona District 
Medical Society, Kos- 
ciusko, 1:30 p. m. 

January 14: Staff of 
Aberdeen Hospital, 8 
p. m.; Staff of Vicks- 
Hospital, 7:30 p. m.; Homochitto Valley 


Medical Society, Natchez, 2 p. m. 


burg 


January 15: Natchez Medical Club, 1 p. m. 


January 19: Staff of Natchez Charity Hospital, 
8 p. m.; Central Medical Society, Jackson, 7 p. m. 


February 1: Staff of Jackson County Hospital, 
7:30 p. m.; Staff of Meridian Sanitarium, 7 p. m. 


February 2: Staff of King’s Daughters Hospital, 
Brookhaven, 7 p. m. 


February 3: Staff of Chamberlain-Rice Hospital, 
Natchez; Staff of Vicksburg Infirmary, 7:30 p. m.; 
Staff of Rush’s Infirmary, Meridian 7 p. m.; 
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Staff of Dr. F. G. Riley’s Children and Maternity 
Hospital and Clinic, Meridian, 7 p. m. 


February 4: Pike County Medical Society, Mc- 
Calgan Hotel, McComb, 7 p. m. 


February 5: Natchez Medical Club, 1 p. m. 


February 9: Staff of Natchez Sanatorium, 7 p. 
m. 


February 9: Issaquena-Sharkey-Warren Coun- 
ties Medical Society, Vicksburg, Y. M. C. A., 7 
p. m.; Winston County Medical Fraternity, Louis- 
ville. 


February 10: Staff of King’s Daughters’ Hos- 
pital, Greenville, 7 p. m.; Staff of Vicksburg 
Sanitarium, 6:30 p. m. 


February 11: Staff of Aberdeen Hospital, 8 p. 
m.; Staff of Vicksburg Hospital, 7:30 p. m. 


February 12: Staff of Anderson Infirmary, 7 p. 
m. 


February 16: Staff of Natchez Charity Hospital, 
8 p. m.; Central Medical Society, Jackson, 7 
p. m. 


February 18: East Mississippi Medical Society, 
Elks Club, Meridian, 3 p. m. 


February 19: Natchez Medical Club, 1 p. m. 


FROM OUR PRESIDENT. 

Members of Mississippi State Medical Association: 

At our last meeting in Jackson there were a 
number of changes made in the By-Laws. There 
were also introduced several proposed changes to 
be made in the Constitution. A vote on these 
proposed changes will of course not be made 
until our next meeting. Chapter IX of our By- 
Laws was amended by the addition of Section 
9, which:reads as follows: “The committee on 
Constitution and By-Laws shall consist of three 
members to be appointed by the President, one 
for one year, one for two years, and one for 
three years, and thereafter one each year for 
three years. This committee shall have referred 
to it all suggested amendments and changes in 
the Constitution and By-Laws of the Association. 
Its chairman shall report promptly its actions 
on all measures to the House of Delegates.” I 
have appointed on this committee, Dr. W. H. 
Frizell, Brookhaven, Dr. J. S. Ullman, Natchez, 
and Dr. S. W. Johnston, Vicksburg. 


I am going to urge every member of this as- 
sociation to read carefully our Constitution and 
By-Laws (I doubt very seriously if many of 
us have done this) and if any of you have any 
suggestions to make for the good of the associ- 
ation and the profession please write to the com- 
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mittee at once so that it will be able to give 
them due consideration before the meeting in the 
spring. I will suggest that you mail these to Dr. 
Frizell of Brookhaven, who is the chairman of 
this committee. 


My reason for writing this is not that I think 
anything should be changed but there may be 
some of you who have some ideas which you 
would like to place before the, association, and 
this committee will be only too glad to give such 
suggestions early consideration. 


John C. Culley, President. 


REPORTS OF SECRETARIES 
Dr. T. M. Dye, Secretary, Mississippi State 
Medical Association, has distributed to the sec- 
retaries of the component Medical Societies of 
the State Association blanks for reporting to him 
the members of each Society. With these blanks 
are two letters of interest to all members of the 
Association as well as to the Secretaries to whom 
they are addressed. They are as follows: 
“My Dear Doctor: 


“Enclosed I am handing you blanks for your 
medical society report and letter accompanying 
same. At the 1931 meeting of the House of 
Delegates a Ey-Law was adopted making mem- 
bers delinquent whose dues were not paid before 
February first. This is official and the State 
Secretary has no option in this matter. 


“The following proposed changes in the Con- 
stitution were introduced at Jackson at the 1931 
meeting and should come up for final disposition 
at the 1932 meeting: 


“Article III, after the word ‘county’ add ‘or 
district.’ 


“Article IV, Section 2. 
third line. 


Delete ‘county’ in the 


“There was also introduced at the 1931 meet- 
ing, but too late for passage, the following pro- 
posed change in the By-Laws: 


“Amend Chapter VI, Section 2, by adding 
after the word ‘nine’ ‘members of the House of 
Delegates,’ etc. 


“This should come up at the first session of 
the 1932 meeting of the House of Delegates. 


“For the first time certificates of membership 
cards are to be issued to the members, so please 
exercise the utmost care to have the initials and 
the spelling of names correct. This is very im- 
portant. 


“Another matter of importance done at the 
1931 meeting was the passage of a by-law pro- 
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viding that the Secretaries of local societies 
SHOULD NOT PAY STATE ASSOCIATION 
DUES. This is important and should not be 
overlooked. 


“This change is effective January first, 1932, 
so in reporting for your Society include your 
own name in the alphabetical list of members 
but do not send any dues for your membership. 


“Sincerely your friend, 


(Signed) T. M. Dye, Secretary.” 


“To County Secretaries: 
“My Dear Doctor: 


“IT am enclosing blank for your annual report 
to the State Secretary. Our By-Laws specifically 
provide that this report, accompanied by the an- 
nual dues, be made not later than February the 
first. 


“This law has not been any too well observed 
in the past, and this failure has often caused em- 
barrassment and chagrin to the members of the 
delinquent society. 


“Through a ruling of the House of Delegates 
of the American Medical Association, State Sec- 
retaries must make their reports to the national 
organization in March, or suffer in their repre- 
sentation in the national House of Delegates. 


“The enclosed blank was prepared with great 
care and provides for information that the State 
Secretary must have. Please see that all infor- 
mation needed is given. 


“Arrange your list of members alphabetically, 
using a typewriter where possible. In the column 
giving ‘office in Society’ all that is required are 
‘Pres.’, ‘Sec.’, ‘Delegate.’ The column for ‘Re- 
marks’ is for use in the State Secretary’s office, 
so please do not use this column. Kindly note 
the blanks on reverse side of sheet and furnish 
the data required. 


“I thank you for your helpful consideration in 
the past and assure you that it is greatly ap- 
preciated. 

“Truly your friend, 


(Signed) T. M. Dye, Secretary.” 
“My Dear Doctor: 

“The Council recently passed the following 
resolution: ‘Secretary Dye was requested to again 
remind the local societies, through the secre- 
taries, that dues MUST BE PAID by February 
1. Failure of a local secretary to file his report 
by February 1 automatically suspend that Society 
from membership until such report is filed, and 
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the members thereof would be ineligible for de-. 
fense by the Council during that interval. It is 
urged that dues be collected by January 1 as 
far as possible.’ 


“Cordially yours, 


(Signed) T. M. Dye, Secretary.” 


TIPPAH COUNTY. 


Dr. James I. Mayfield, Blue Water, has recent- 
ly been appointed local surgeon for the G. M. & 
N. R. R. 


We had a fairly good representation at Oxford 
on Culley Day. Drs. Mayfield and Mauney, Blue 
Mountain, R. M. Adams, Hubert Summer and C. 
M. Murry of Ripley being there. 


Drs. Mayfield, R. M. Adams, and Murry were 
in New Orleans in attendance at the Southern 
Meeting. 


The jinx seems to have it in for Tippah Medi- 
cal families. Mrs. Giles, wife of Dr. J. H. Giles, 
is in Memphis with a badly broken elbow, also 
fracture of thigh due to a fall. Dr. and Mrs. R. 
M. Adams and son, Dr. Milton, are sick in bed 
at their home. 


Mrs. Roy Carnal, daughter of the late Dr. T. 
L. Randolph, and god-daughter of Dr. W. M. Mur- 
ry, has been taking a rest cure in bed for some 
days. All these parties live in Ripley. 


C. M. Murry, County Editor. 


HISTORY. 


The following abstracts from the history of 
the Mississippi State Medical Association are be- 
ing printed in order that members of the As- 
sociation may make any suggestions or correc- 
tions desirable before final publication. Please 
read carefully and then communicate with Dr. 
E. F. Howard, Historian, if you feel that any 
changes should be made. 


1919—Hattiesburg was the scene of the 1919 
session, the second day’s meetings being held 
in the Base Hospital at Camp Shelby. More 
than two hundred and fifty members were in at- 
tendance, a good average for such a location, and 
happy indeed were the greetings between men 
not yet quite accustomed to the fit of civilian 
clothing, while here and there some men in olive 
drab, who had not yet secured his release, was a 
center of interest and sympathy. The Associa- 
tion presented itself with a service flag which 
was unfurled by Dr. C. D. Mitchell of Jackson, 
and a response was made on behalf of the serv- 
ice men by Dr. W. W. Crawford of Hattiesburg. 
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1920—The records of 1920 show little of in- 
terest, beyond public health matters. The tide 
of liberality on the part of the Legislature had 
continued, so that the Legislative Committee was 
able to report nearly a million and a half dol- 
lars for permanent improvement at the Tubercu- 


losis Sanatorium and a large increase in the ap- 









































propriation for its support; and an increase from 
ninety-five to three hundred thousand dollars, 
for the two-year period, in the appropriation for 
the Board of Health. The Executive Officer of 
the Board acknowledged the obligation in these 
words: 









































“The splendid results which have been 
achieved in medical legislation for the last ten 











years have been made possible through the co- 
operation and loyal support of the medical pro- 
fession.” 























1921—This success seems to have satisfied the 








Association’s appetite for accomplishment, or 











perhaps the efforts required exhausted its energy, 








for we find singularly little of interest in the 











records of the next three years. 
the case that the Secretary’s 


So much is this 

















1922—Report in 1922 is limited to the simple 
statement: ‘‘The best possible report that I could 











make to you is that there is nothing to report,” 








a statement that, while apparently entirely ac- 

















curate, reflects very little credit on the organi- 














zation. It may be, however, that this was a 








period of incubation of an idea that showed its 





first symptoms. 











1923—In 1923, when a committee of five was 






appointed to consider the proposition of joining 





the Louisiana State Medical Society in the pur- 








chase of the New Orleans Medical and Surgical 





Journal. This committee was given full power 








to act for the Association but apparently did 








nothing, at least there are no records to show 








that it acted in any way, but the idea was evi- 








dently not entirely unpleasing to the members, 
the 





for 









1924—-Following year when the Louisiana So- 
ciety, which in the meantime had purchased the 











Journal, invited the Mississippi Association to 





abandon the Transactions and adopt the Journal 








as its official organ, another committee with like 








powers promptly accepted the invitation. 
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ATTENDANCE AT MEETINGS OF THE 


MISSISSIPPI STATE MEDICAL ASSOCIATION. 





Place of 

Year Meetings Members Guests Total Membership 
1904—Jackson ...... 83 7 oo 
1905—Jackson ...... _... a A ee aree 
1906—Jackson ...... 111 22 er! co). 
1907—Gulfport ....251 22 eee 
1908—Natchez ...... 161 29 190 900 
1909—Jackson ...... 330 14 344 1006 
1910—Oxford ........ 192 14 206 97 
1911—Jackson ...... 275 10 285 1008 
1912—Jackson ...... 241 12 253 946 
1913—Vicksburg ..253 19 272 1039 
1914—Columbus ..169 15 184 989 
1915—Hattiesburg 256 15 265 1029 
1916—Greenville ..208 22 230 995 
1917—Jackson ...... 293 8 301 917 
1918—Jackson ...... .... ae ee 872 
1919—Hattiesburg 270 3 273 1028 
1920—Jackson ...... 241 11 252 1018 
1921—Laure] ........ 181 6 187 926 
1922—-Brown’s 

Wells ...... 204 7 211 918 

1923—Vicksburg ..287 20 307 987 
1924—Jackson ...... .... 982 
1925—Biloxi -....... .... wii ease 951 
1926—Jackson ...... 302 — ‘idee 962 
1927—Jackson ...... 252 bi = 1022 
1928—Meridian _...249 ~ —_ 1042 
1929—Gulfport ....254 wes ite 1009 
1930—Vicksburg ..260 ss — 1028 
1931—Jackson ......387 26 413 977x 

1. Association reorganized in April, 1903. 
Very small membership, and no membership 
records. 


2. No record. 


3. xMembership December 1. 


TRI-COUNTY MEDICAL SOCIETY. 
(Copiah-Lincoln-Walthal-Lawrence) 


The Tri-County Medical Society met in Brook- 
haven, Tuesday, December 8, in annual session 
with Dr. F. E. Collins in the chair. After the 
annual banquet served in Vivian’s Cafe, the mem- 
bers repaired to the City Hall where the meeting 
was called to order and the president gave his 
address touching on State Medicine, Community 
Hospitals and Medical Ethics. 


Routine matters of local interest were consid- 
ered and one new member, Dr. R. H. Johnson, 
acting health officer of Lincoln County, was re- 
ceived. 


Suitable resolutions were offered and passed 
on the illness of Secretary O. N. Arrington, J. M. 
Dampeer, D. W. Magee, the death of one member, 
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R. A. Segrest, Port Gibson, and the death of 
Mrs. C. R. McKee of Hazlehurst. 


was instructed to write to the proper ones. 


The secretary 


On motion of the secretary pro-tem, W. H. 
Frizell, the following was adopted: ‘Resolved, 
That the Tri-County Medical Society heartily in- 
dorses the Community Hospital idea as promul- 
gated by the Mississippi State Medical Association, 
and that we pledge ourselves to use our influence 
with the incoming administration to assist in 
affecting such legislation as the wisdom of the 
constituted committee may suggest to the Legis- 
lature at its next sitting.” 


Dr. J. T. Butler, Brookhaven, one of the oldest 
living practitioners in the State was made a Life 
Honorary Member and proposed for the same 
honor to the State Association. 


The annual election of officers was then held 
with these results: President, Dr. A. B. Harvey, 
Tylertown; Vice-Presidents, Drs. J. H. Beavers, 
R. E. Higdon, R. Reagan, and J. W. Wilson; Sec- 
retary-Treasurer, Dr. H. R. Fairfax, Brookhaven; 
Censor for three years, Dr. B. S. Waller, Silver 
Creek; member of Medico-Legal Committee, Dr. 
W. H. Frizell, Brookhaven; Delegates, Drs. W. L. 
Little, O. N. Arrington, R. E. Sylverstein and T. F. 
Conn; Legislative Committee, W. L. Little, O. N. 
Arrington, A. B. Harvey and T. F. Conn. 


The Society adjourned to meet March 8, 1932, 
in the Copiah-Lincoln Junior College, Wesson, 
Miss. 


We regret to report the continued illness of 
Dr. J. M. Dampeer, Crystal Springs, Dr. D. W. 
Magee, Wesson, Route No. 1, and Dr. O. N. Ar- 
rington, Brookhaven. The latter is now in the 
K. D. Hospital, Brookhaven. 


The profession extends to Dr. C. R. McKee, 
Hazlehurst, profound sympathy in the loss of his 
devoted wife recently. She was before her mar- 
riage Miss Laure Peets, whose family name is a 
household word is central Mississippi. 


Drs. O. N. Arrington, J. T. Butler, H. R. Fair- 
fax and R. H. Johnson, Brookhaven, attended the 
recent meeting of the Southern Medical Associa- 
tion. 


The Staff of the Brookhaven King’s Daughters’ 
Hospital held its regular monthly meeting Tues- 
day, December 1, at which injuries of the abdomen 
were discussed. A case report by Dr. Collins 
showing disastrous consequences following seem- 
ingly trivial injury to the abdomen in an auto- 
mobile accident, patient dying suddenly without 
apparent cause. 


W. H. Frizell, County Editor. 
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MONROE COUNTY. ‘ 

When I wrote you before I told you that Dr. 
J. A. Dilworth of Aberdeen was sick in the home 
of his sister, Mrs. W. J. Thompson of Amory. 
Death claimed him on the morning of November 
12. Dr. Dilworth was a very unusual character. 
He was true in every sense to his ideals of life 
and duty. He was far above the average in in- 
telligence and was splendidly equipped for the 
practice of his profession. He began practice in 
a country town in Chickasaw county and remained 
there for about seven years. He then did post- 
graduate work in New York and then located in 
Aberdeen, near which city he had been reared. 
He lived and worked there until his death. He was 
about seventy years old when he died. He was a 
princely gentleman—one who abhorred display 
and sham. He made and kept many true friends 
and no enemies. He was never known to refuse 
his services because of inability to pay. He rare- 
ly made any effort to collect a fee for service 
rendered. Perhaps there was more money due 
him for medical care at the time of his death 
than to any man who ever practiced medicine in 
Monroe county. And yet he prospered in his life 
work. He married late in life but his wife died 
several years before he did. They had no chil- 
dren. All honor to his memory—he will be and 
is greatly missed by a host of friends. A large 
clientele is bereft of his tender concern and effi- 
cient care. Dr. J. B. Sims had died in Aberdeen 
just a few months ago. As I stated in my last 
letter Dr. B. C. Crisler had just located in Aber- 
deen and two of our splendid doctors living in 
smaller communities in this county have moved 
to Aberdeen since Dr. Dilworth died. They are 
Dr. C. B. McCown who formerly lived at Prairie, 
and Dr. G. T. Tubb who lived at Athens. Both 
these gentlemen are splendid doctors and fine 
gentlemen. So Aberdeen, perhaps, will be well 
supplied with medical talent but what of the 
smaller communities from which these doctors 
moved? 

The Thirteen-County Medical Society will hold 
its last quarterly meeting for the year in Tupelo 
on next Tuesday, December 15. Big men and 
big things are on the program. Those who may 
go have a treat in store—those who do not go 
will miss much. I may have a report for some 
future number of the Journal. 


Wasn’t the meeting a big success and didn’t 
Dr. Underwood do his friends and his state honor? 


Yule time comes on apace. May you and all 
your readers have just such joy and happiness as 
your hearts may crave. 


Hello, Santa Claus! 
howdy, “Thirty-two.” 
G. S. Bryan, County Editor. 


Goodbye “Thirty-one’”— 








ITTAWAMBA COUNTY. 
We have five active and two part time physi- 
cians in our county—all good men. 


When I began to practice medicine in 1904, 
we had 22 active doctors in this county—popula- 
tion then 10,000 or 11,000 and now 18,000. So 
we do not fish much but when we do go, we 
have a good time eating fish and drinking strong 
coffee, etc. 


Dr. J. H. Stone and family moved to Jackson 
recently. 


Dr. W. T. Collum lost his wife a few weeks 
ago and his health is poor, causing him to have 
to be out of harness lots of the time. 


If anyone needs stove wood we can fill your 
orders. 


Hope to see a good number of our boys at 
Tupelo this month. In offering an apology, I must 
say I am very sorry that I have been so negligent. 


N. W. Nanney, County Editor. 


YAZOO COUNTY. 

I am sorry I missed November report. Have 
been confined to bed, hospital and house, for the 
last two months. Am up now and I think improv- 
ing. So do not know much about Yazoo doctors. 
I hope to be at work early in the new year and 
able to attend meetings. With best wishes to all 
for a better year, I am, 


C. M. Coker, County Editor. 


WASHINGTON COUNTY. 

Dr. Virgil Payne of Memphis, after a severe 
illness, has returned to Greenville, and is rapidly 
recovering. He is visiting in the home of his 
parents, Dr. and Mrs. A. G. Payne. 


Dr. H. A. Gamble of Greenville, read a paper 
before the General Clinical Session of the South- 
ern Medical Association in New Orleans Novem- 
ber 18 on “The Treatment of the Potentially In- 
fected Abdominal Wound and Its Relation to the 
Mortality of Acute Infections of the Abdomen.” 


Dr. T. F. Willson of Arcola, Dr. and Mrs. W. P. 
Shackelford of Hollandale, Dr. D. C. Montgomery 
of Greenville, Dr. John W. Shackelford of Green- 
ville, Dr. F. M. Acree of Greenville, Dr. John Fair 
Lucas of Greenville and Dr. H. A. Gamble of 
Greenville, were in attendance at the meeting of 
the Southern Medical Association in New Orleans. 


The doctors of Washington County feel their 
loss very greatly in the death of Dr. Martin of 
Indianola. His genial presence enlightened the 
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meetings of the Delta Medical Society as did the 
presence of no other member. He was one of 
the founders of this Society and he never missed 
a meeting. The Society, Indianola, and the med- 
ical profession have suffered a distinct loss in his 
death. 


Dr. John Fair Lucas of Greenville, read a paper 
before the Section on Obstetrics of the Southern 
Medical Association, November 20, on “Ablatio 
Placentae.” 


Miss Evanelle Lewis, daughter of Dr. and Mrs. 
T. B. Lewis of Greenville, was married to Mr. 
James Franklin of Jackson, on November 7. They 
are making their home in Jackson. 


Dr. H. A. Gamble of Greenville attended the 
meeting of the Southern Surgical Association at 
White Sulphur Springs, West Virginia, December 
8 to 12. 


Dr. J. A. Beals, Tulane, Class of 1919, has 
become associated with Drs. Gamble Bros. and 
Montgomery in charge of the Department of 
Radiology. Since graduating from Tulane, Dr. 
Beals has practiced his specialty in Fort Wayne, 
Indiana, Chicago, Ill., Jacksonville, Fla., Chatta- 
nooga, Tennessee, and comes to Greenville from 
Akron, Ohio. He is a member of the American 
Medical Association, Southern Medical Associa- 
tion and the Radiological Society of North 
America. 


F. M. Acree, County Editor. 


ADAMS COUNTY. 
Drs. R. D. Sessions, L. S. Gaudet, and L. Wallin 
attended the meeting of the Southern Medical 
Association in New Orleans, November 17 to 19. 


Dr. and Mrs. Edwin Benoist are receiving con- 
gratulations on the arrival of a son, born to them 
in December. He has been named Edwin Eugene 
Benoist. 


Dr. J. B. McLaurin recently returned from a 
stay of a few days in New Orleans. 


Mr. and Mrs. Proby Sessions, St. Joseph, Lou- 
isiana, recently visited Mr. Session’s parents, Dr. 
and Mrs. R. D. Sessions. 


The newly organized Auxiliary of the Homo- 
chitto Valley Medical Society held its first meet- 
ing at a luncheon on November 3. Out of town 
delegates from five counties attended. 


Mrs. W. K. Stowers, Natchez, entertained on 
November 4, with a dinner bridge complimentary 
to Dr. Stowers on the happy occasion of his 
birthday. 

L. Wallin, County Editor. 
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CENTRAL MEDICAL SOCIETY. 


The annual meeting of the Central Medical 
Society was held Tuesday night, December 15, 
at the Edwards Hotel. An invitation was extend- 
ed to the members of the Issaquena-Sharkey-War- 
ren Counties Medical Association to attend this 
meeting. 


WARREN COUNTY. 


Dr. W. H. Parsons attended the meeting of the 
Southern Surgical Association at White Sulphur 
Springs, West Virginia, in December. 


Drs. L. J. Clark, Guy C. Jarratt, Leon S. Lip- 
pincott, F. M. Smith, A. Street and W. G. Weston 
attended the meeting of the Southern Medical 
Association at New Orleans in November. 


Edley H. Jones, County Editor. 


COMMUNICABLE DISEASES. 

The report of the Bureau of Communicable 
Diseases of the Mississippi State Board of Health 
for the month of October, 1931, shows typhoid 
fever, 114; smallpox, 77; diphtheria, 725. Enough 
said! There were also 229 cases of scarlet fever, 
414 cases of pellagra, and 99 cases of tubercu- 
losis. The per cent of physicians reporting dur- 
ing October was 98.7. 


NORTH MISSISSIPPI MEDICAL SOCIETY. 

A meeting of the North Mississippi Medical 
Society was held at Water Valley, Tuesday, De- 
cember 15. . 


Doctors from Lafayette County attending the 
meeting of the Southern Medical Association in 
New Orleans were Drs. John C. Culley, B. S. Guy- 
ton, E. S. Bramlett, W. W. Phillips, and A. H. 
Little. 


Dr. P. L. Mull, dean of the University Medical 
School, recently attended the annual meeting of 
the Association of American Medical Colleges at 
New Orleans. 

A. H. Little, Secretary. 


JOINT MEETING. 


A joint meeting of the Fifth District Medical 
Society of Louisiana and the Issaquena-Sharkey- 
Warren Counties Medical Society was held at 
Vicksburg on Tuesday, December 8, at the Y. M. 
C. A. The meeting opened with a banquet, Dr. 
J. B. Benton, President of the Issaquena-Sharkey- 
Warren Counties Medical Society, presiding. 


Short talks were made by Dr. A. D. Tisdale, 
Monroe, Louisiana, President of the Fifth District 
Medical Society; Dr. C. L. Green, Utica, President 
of the Central Medical Society, and Dr. John Dar- 
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rington, Past President of the Mississippi State 
Medical Association. An Orchestra furnished 
music during the banquet and a quartet, consist- 
ing of Dr. I. C. Knox, Dr. G. P. Sanderson, Mr. 
H. P. Grant, and Captain Leonard Van Egmond, 
gave several selections. The Misses O’Leary, sis- 
ters of the late Dr. J. P. O’Leary, former member 
of the Society, furnished beautiful floral table 
decorations, 


The scientific program was presented as follows: 


A Discussion of Certain Phases of Chronic Con- 
gestive Heart Failure—Dr. Chaillé Jamison, New 
Orleans. 


The Treatment of Arthritis With Special Ref- 
erence to Prevention and Correction of Deform- 
ity.—Dr. Henry W. Meyerding, Rochester, Minn. 


Secondary Anemia; Present Status of Dietary 
and Inorganic Therapy.—Dr. W. H. Olmstead, St. 
Louis. 


This being the annual meeting of the Issaquena- 
Sharkey-Warren Counties Medical Society, offi- 
cers for the year 1932 were unanimously elected 
as follows: President, Dr. H. S. Goodman, Cary; 
Vice-President, Issaquena County, Dr. J. B. Ben- 
ton, Valley Park; Vice-President, Sharkey Coun- 
ty, Dr. W. C. Pool, Cary; Vice-President, Warren 
County, Dr. W. G. Weston, Vicksburg; Secretary- 
Treasurer, Dr. Leon S. Lippincott, Vicksburg; 
Board of Censors for three years, Dr. J. B. Ben- 
ton, Valley Park; Committee on Medical Defense, 
Dr. E. F. Howard, Vicksburg; Delegates to the 
Mississippi State Medical Association for two 
years, from Issaquena County, Dr. W. H. Scud- 
der, Mayersville; from Sharkey County, Dr. W. 
C. Pool, Cary; From Warren County, Dr. J. A. 
K. Birchett, Jr., Vicksburg. 


The next meeting of the Society will be held 
on Tuesday, January 12, 1932. 


PONTOTOC COUNTY. 
Distressingly healthy for the time of the year. 


Dr. D. T. Dempsey of Toccopola recently moved 
to Potts Camp. 


The regular quarterly meeting of the North- 
east Mississippi Thirteen County Medical Society 
will be held in the First Methodist Church at 
Tupelo, Tuesday, December 15. A record-break- 
ing crowd is expected. 


R. P. Donaldson, County Editor. 


JACKSON COUNTY MEDICAL SOCIETY. 

At a regular meeting of the Jackson County 
Medical Society held on December 7, the follow- 
ing officers were elected: President, E. L. Bailey; 
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Vice-President, R. G. Lander; Secretary and 
Treasurer, J. N. Rape; Delegate to the Mississippi 
State Medical Association, S. B. McIlwain. 


Dr. J. E. Beck, Mobile, Alabama, gave an in- 
teresting and instructive paper on “Cirrhosis of 
the Liver.” 

Drs. Lander and Mcllwain attended the meet- 
ing of the Southern Medical Association in New 
Orleans and reported a good meeting. 


S. B. McIlwain, County Editor. 


McRAE HOSPITAL AND CLINIC, CORINTH. 

Replying to your letter, beg to advise that on 
account of the scarcity of money our doctors are 
staying at home and trying to collect and do what 
little practice there is. 


Dr. W. W. McRae of our Staff attended the 
Southern Medical meeting at New Orleans. 


In case anything of interest occurs we will be 
glad to report the same from time to time. 


W. W. McRae. 


KING’S DAUGHTERS’ HOSPITAL. 

The staff of the King’s Daughters’ Hospital, 
Greenville, met at seven o’clock p. m., on Decem- 
ber 9, at which time supper was served. Dr. F. M. 
Acree presided and the following additional mem- 
bers were present: 


Drs. A. G. Payne, J. C. Pegues, T. B. Lewis, 
R. C. Wilson, P. G. Gamble, E. T. White, J. F. 
Lucas, O. H. Beck, John Archer, L. C. Davis, 
George Eubanks, John Shackleford, J. A. Beals, 
J. B. Hirsch and R. D. Dickens. 


The following members were absent. 


Drs. H. A. Gamble, C. P. Thompson, D. C. 
Montgomery, J. R. Baldwin and H. R. Miller. 


The minutes of the previous meeting were read 
and discussed. 


A report of hospital work was read and dis- 
cussed, and the following cases reported: 


1. A Case Report of Scurvy Simulating Acute 
Osteomyelitis of Tibia—R. D. Dickens, M. D. 


2. Sarcoma of the Lung.—E. T. White, M. D. 
F. M. Acree. 


VICKSBURG SANITARIUM. 
The regular monthly meeting of the Vicksburg 
Sanitarium was held on Thursday, December 10. 
As this was also the annual meeting, officers for 


the year 1932 were elected as follows: President, 
Dr. G. M. Street; Vice-President, Dr. J. A. K. 
Birchett, Jr.; Secretary, Dr. L. S. Lippincott. 


After a consideration of reports from the rec- 
ords department and analysis of the work of the 
hospital, the following special case reports were 
presented: 


1. Caesarian Section—Indications.—Dr. G. M. 
Street. Discussed by Drs. G. W. Gaines, and S. 
W. Johnston. 


2. Pyloric Obstruction.—Dr. J. A. K. Birchett, 
Jr. Discussed by Drs. Gaines, G. M. Street, S. W. 
Johnston, Lippincott, and L. J. Clark. 


3. Catarrhal Jaundice.—Dr. L. J. Clark. Dis- 
cussed by Drs. Gaines and G. C. Jarratt. 


4, Tleo-Colitis With Unusual Sequelae.—Dr. G. 
C. Jarratt. Discussed by Dr. L. S. Lippincott. 


Drs. Lippincott, Clark, and Jarratt, reported on 
the recent meeting of the Southern Medical Asso- 
ciation at New Orleans. 


Reports of the literature of the month were 
made as follows: 


The Van den Bergh Reaction.—Dr. L. S. Lip- 
pincott. 


Abruptio Placentae.—Dr. J. A. K. Birchett, Jr. 


Oxygen in the Treatment of Heart Disease.— 
Dr. L. J. Clark. 


The meeting closed with a lunch. The next 
meeting will be held on Monday, January 11, 
1932. 


PIKE COUNTY MEDICAL SOCIETY 

The Pike County Medical Society met in the 
Palm Room, McColgan Hotel, Thursday, Decem- 
ber 3, at 7 p. m. Members present: W. C. Hart, 
W. O. Biggs, T. Paul Haney, Jr., A. J. Fortin- 
berry, B. J. Hewitt, Elise Rutledge, T. B. Abney, 
M. D. Ratcliff, L. J. Rutledge, H. C. Hatcher, 
Thomas Purser, R. H. Brumfield. 


Dr. B. J. Hewitt read a paper on “The Mid- 
Wife Problem.” 


Officers were elected for the year 1932 as fol- 
lows: W. O. Biggs, Osyka, President; M. D. Rat- 
cliff, McComb, Vice-President; H. C. Hatcher, 
McComb, Secretary; T. Paul Haney, Jr., McComb, 
Editor. 


Robert H. Brumfield, Secretary. 
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MARTIN SANATORIUM 

Dr. Guy R. Jones has resigned his position with 
the Martin Sanatorium and moved to Lockport, 
Louisiana, where he is engaging in private prac- 
tice. 

Dr. Noah W. Fountain has been employed to 
take Dr. Jones’ position with the Martin Sana- 
torium. 

V. B. Martin. 


LEFLORE COUNTY 
Dr. Ruth Dean, who has been practicing in 
Greenwood for several years, has gone to Lewis, 
Delaware, to take a position in the Beebe Hos- 
pital. 


Dr. R. B. Yates, formerly of Greenwood, but 
now connected with the Veteran’s Hospital, At- 
lanta, with rela- 


Georgia, spent Thanksgiving 


tives and friends in Greenwood. 


Dr. F. M. Sandifer, Greenwood, was recently 
elected President of the staff of the Greenwood- 
Leflore Hos-ital. 


W. B. Dickins, County Editor 


DR. W. B. MARTIN. 

A few days since, Dr. W. B. Martin, the old- 
est and most beloved physician if Indianola and 
Sunflower county, passed from our midst. He 
died very suddenly at his home in Indianola at 
the ripe age of 73. He was Indianola’s leading 
surgeon as well as physician, having practiced his 
profession there for 40 years and having taken 
an active part in everything that stood for the 
progress and welfare of his community. He was 
the first elected President of the Delta Medical 
Society and was an active interested member to 
the end. 
one of its chosen spirits, beloved and honored by 


He attended every meeting and was 
everyone. He will cherish his memory, knowing 
that our loss is his gain. 
J. W. Lucas, 

Councilor First District. 


SHARKEY COUNTY. 
Dr. H. B. Goodman of the Mississippi State 
Charity Hospital, Vicksburg, spent December 4 
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with his parents, Dr. and Mrs. H. S. Goodman of 
Cary. 


Dr. W. C. Pool was recently called to Leaks- 
ville on account of the serious illness of his 


father, Dr. Sam Pool. 


Dr. and Mrs. E. B. Stribling, Rolling Fork, had 
the pleasure of having their son and his wife to 
spend their vacation with them. 


Dr. and Mrs. H. S. Goodman, Cary, will have 
their daughter, Miss Ethel, with them for the 


holidays. Miss Ethel teaches at Ocean Springs. 


Mrs. L. E. Martin, wife of the late Dr. L. E. 
Martin, Anguilla, has with her for the holidays 
her daughter and son, Mr. and Mrs. Allen Selby 
of California. 


The Sharkey County unit of the Issaquena- 
Sharkey-Warren Counties Women’s Auxiliary 
met Dec. 7 with Mrs. L. E. Martin at Anguilla. 
After the business session and a discussion of 
the Tuberculosis Seal campaign, which the Auxili- 
ary is sponsoring, Mrs. Martin served delightful 
The were 
present: Mesdames Stribling, Few, Goodman, and 


refreshments. following members 


Pool. Mrs. Robert Foster was a guest. 


Dr. A. K. Barrier, Health officer of Sharkey 
County, read a paper before the Southern Medi- 
cal Association at the November meeting in New 
Orleans, Louisiana. His subject was ‘‘Remark- 
able Progress in Screening Houses In Sharkey 
Mr. I. 


and Mr. Lowe, sanitary engineer of the Sharkey 


County.” E. Gatlin, sanitary inspector, 


County health unit accompanied Dr. Barrier. 


W. C. Pool, Editor. 


WINSTON COUNTY. 

Dr. R. L. Donald, Louisville, a former partner 
of Dr. W. W. Parks, has moved to Meridian, where 
he has accepted a position as intern at the State 
Charity Hospital. 


Dr. W. W. Parks made a pleasure visit to Phil- 
adelphia last week. 


Mr. N. S. Fox, pharmacist 'and owner of the 
Fox Drug Store, is now at Hot Springs, Arkansas, 
taking treatment. 


The City Pharmacy was partially destroyed by 


fire a few days ago. The loss was partly cov- 








~ 


ered by insurance. The fire started in the Tyson 
Company building which sustained some damage 
also. 


Dr. E. L. Richardson enjoyed a fox hunt on 
November 28, having, as I understand, a great 
thrill and pleasure, catching the fox they chased. 


Dr. V. B. Philpot, Houston, visited Philadelphia 
on Thanksgiving day. He seemed to be enjoying 
fine health and prosperity. 


M. L. Montgomery, County Editor. 


NORTHEAST MISSISSIPPI THIRTEEN 
COUNTY MEDICAL SOCIETY. 
Acknowledgment is made to Dr. J. M. Acker, 
Jr., Secretary, for receipt of program and invi- 
tation to attend the Regular Quarterly Meeting of 
the Northeast Mississippi Thirteen County Med- 
ical Society held in the First Methodist Church 
at Tupelo, on Tuesday, December 15, at 1 p. m. 


The program as published was as follows: 

1. Meeting Called to Order.—Dr. C. E. Boyd, 
President. 

2. Invocation.—Rev. Buhrman. 


3. The Acute Abdomen. Moving Pictures of 
Goitre Operation.—Dr. W. D. Haggard, Nashville, 
Tennessee. 


4. The Vomiting of Pregnancy.—Dr. C. B. 
McCown. Discussion Opened by Drs. Eason and 
Deanes. 


- 


5. Surgical Dilemmas.—Dr. E. Q. Ewing. Dis- 
cussion opened by Drs. Philpot and Ivy. 


6. President’s Address. 
7. Business Session. 

8. Election of Officers. 

9. Banquent, Tupelo Hotel. 


African Hunt, with Motion Pictures.—Dr. Casa 
Collins, Memphis, Tennessee. 


It is announced that the President for 1932 
would be elected from Lee County. 


Attention was called to the fact that to main- 
tain State medico-legal defense, dues must be 
paid up by the first of January and that for 
reciprocity it is necessary to be a member in 
good standing of the local medical society. ‘The 
annual dues are $6.00. 
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BOLIVAR COUNTY. 
Dr. L. B. Austin, Rosedale, attended the meet- 
ing of the Southern Medical Association at New 
Orleans in November. 


We were honored and pleased with a visit 
from Dr. W. J. Mayo of Rochester, Minnesota, 
who, accompanied by his good wife, visited Rose- 
dale during a cruise down the Mississippi. The 
doctor had with him on his yacht many of the 
other doctors from his clinic, together with their 
wives, and while here visited the King’s Daugh- 
ter’s Hospital. They were profuse in praise of 
the hospital and its efficient management. 


We are glad to be able to announce that Mrs. 
Sallie Cockerham, mother of Dr. H. L. Cockerham 
of Gunnison, is once more at home after an oper- 
ation in Greenville. 


C. W. Patterson, County Editor. 


HONOR ROLL FOR JANUARY. 
The Mississippi Section of our Journal this 
month is due to the efforts of the following: 


R. D. Dickins, J. A. K. Birchett, Jr., L. J. 
Clark, G. C. Jarratt, W. H. Watson, J. C. Culley, 
T. M. Dye, C. M. Murry, E. F. Howard, W. H. Fri- 
zell, G. S. Bryan, N. W. Nanney, C. M. Coker, 
F. M. Acree, L. Wallin, R. W. Hall, E. H. Jones, 
F. J. Underwood, A. H. Little, R. P. Donaldson, 
S. B. McIlwain, W. W. McRae, R. H. Brumfield, 
V. B. Martin, W. B. Dickins, J. W. Lucas, W. C. 
Pool, M. L. Montgomery, J. M. Acker, C. W. 
Patterson.—30. 


Your editors thank you. 


SUGGESTIONS. 

All members of the Mississippi State Medical 
Association are reminded that the Mississippi 
Section of the New Orleans Medical and 
Surgical Journal belongs to you. In the New 
Year this section will be what you make it and 
its form and contents will be in accordance with 
your wishes. Every member of the Association is 
invited and urged to send to the editor sugges- 
tions, ideas, opinions, and news notes, with the 
assurance that all communications will be given 
careful consideration. May we not have your 
active support and co-operation? 


tol 
ve 


ch 
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HEALTH OFFICERS AND SANITARY 
INSPECTORS. 

The program of the Nineteenth Annual Con- 
ference of Health Officers and Sanitary Inspec- 
tors, held on December 17 and 18, in the con- 
vention hall, Robert E. Lee Hotel, Jackson, in- 
cluded the following: 


December 17—9 a. m. 


1. Meeting Called to Order.—Dr. 
Underwood. 


Felix J. 


Invocation.—Dr. J. L. Decell. 


Roll Call. 


2. A Message from the State Department of 
Education.—S. B. Hathorn, State Supervisor of 
High Schools, Jackson. 


3. The Importance of Including the Negro in 
Any Diphtheria Control Program.—Dr. 
Vaughn, Lexington. 


Discussed by Drs. A. R. Perry, Yazoo City, and 
R. D. Dedwylder, Cleveland. 


4. The Role of the Family Physician in a 
Public Health Program.—Dr. 
Hernando. 


A. L. Emerson, 


Discussed by Drs. R. W. Smith, Canton, and 
W. N. Jenkins, Port Gibson. 


5. The Public Health Nurse in a Generalized 
County Health Program.—Augustine B. Stoll, R. 
N., Jackson. 


Discussed by Mary D. Osborne, R. N., Jackson. 
Lunch—2:00 p. m. 


6. A Practical Tuberculosis Control Program 
for a County Health Department.—Dr. B. D. 

Discussed by Drs. W. H. Cleveland, Tupelo, and 
A. L. Gray, Hazlehurst. 


Elackwelder, Hattiesburg. 


7. A Plea for a Practical and Uniform Record 
System for County Health Departments.—Dr. J. 
A. Milne, Jackson. 


Discussed by H. A. Kroeze, Jackson. 


8. The Rabies Problem in Mississippi.—Dr. T. 
W. Kemmerer, Jackson. 


Discussed by Drs. R. E. Giles, Mendenhall, and 
H. C. Ricks, Jackson. 


Cc. J. 
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Evening Session—7:30 p. m. 
General Meeting 
Dr. Felix J. Underwood, Presiding 
Address—Assistant Surgeon General C. E. 


Waller, U. S. Public Health Service, Washing- 
ton, D. C. 


December 18—9 a. m. 
1. The Importance of School Medical Inspec- 
tion in a Public Health Program.—Dr. F. Michael 
Smith, Vicksburg. 


Discussed by Drs. J. T. Googe, Meridian and 
John W. Shackleford, Greenville. 


2. An Effective Preschool and School Pro- 
gram for a County Health Department.—Dr. T. 
Paul Haney, McComb. 


Discussed by Drs. W. E. Noblin, Jackson, and 
L. Wallin, Natchez. 


3. Address—Dr. W. G. Smillie, Prof. of Pub- 
lic Health Administration, 
Boston, Mass. 


Harvard University, 


Lunch—2:00 p. m. 


4. Dental Hygiene in a Public Health Program 
—Why and How?—Wm. R. Wright, D.D.S., Jack- 
son, 


Discussed by Miss Gladys Eyrich, Jackson. 


5. Suggestions for Handling the Perplexities, 
Difficulties, and Oppositions Encountered in the 
Administration of a County Health Department. 
—Dr. Dan’!l J. Williams, Gulfport. 


Discussed by Drs. L. A. Barnett, Greenwood, 
and A. K. Barrier, Rolling Fork. 


6. Symposium on Sanitary Inspections.—N. 
M. Parker, D.V.M., Jackson. 


Discussed by Floyd Ratliff, Jackson, and John 
Grant, Vicksburg. 


ALABAMA, FLORIDA, GEORGIA, LOUISIANA, 
AND MISSISSIPPI SECTIONAL MEETING 
OF THE AMERICAN COLLEGE OF 
SURGEONS. 

A general invitation is extended to all members 
of the medical profession of the State to attend 
the Alabama, Florida, Georgia, Louisiana and 
Mississippi Sectional Meeting of the American 
College of Surgeons, to be held in Jacksonville 
at the Mayflower Hotel on February 1 and 2, 
1932. 
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The committee on local arrangements in Jack- 
sonville with the co-operation of the College head- 
quarters are making every possible effort to as- 
sure a highly instructive and interesting meeting. 
The general outline of the program announced 
is as follows: 


Monday, February 1, 1932: 


7:30 to 8:30 a. m.—Registration at the May- 
flower Hotel. 


8:30 to 11:00 A. M.—Operative clinics and 
demonstrations in general surgery and the surgi- 
cal specialties at local hospitals. 


11:30 to 12:30—Clinical address by an out- 
standing visiting surgeon. 

9:30 to 12 noon—Hospital round table confer- 
ence. 

2:00 to 4:30 P. M.—Hospital standardization 
conference for members of medical staffs, trustees, 
superintendents, nurses and others interested in 
hospital work. 

4:30 to 5:00 P. M.—Annual meeting of the 
fellows of the College. 


6:30 to 10:00 P. M.—Dinner and sound medi- 
cal motion picture exhibition. 


Tuesday, February 2, 1932. 

8:30 to 11:00 A. M.—Operative clinics and 
demonstrations in general surgery and the sur- 
gical specialties at local hospitals. 

11:30 to 12:30 A. M.—Clinical address by an 
outstanding visiting surgeon. 

9:30 to 12 noon—Demonstrations and round 
table conference on hospital departmental prob- 
lems at one of the local hospitals. 


2:00 t 5:00 P. M.—Scientific meeting. 


2:00 to 4:30 P. M.—Demonstrations and round 
table conference on hospital departmental prob- 
lems at one of the local hospitals. 


8:00 to 10:00 P. M.—Community health meet- 
ing. 

A number of distinguished surgeons, health 
leaders, and hospital authorities, from outside the 
state included in the section will be brought by 
the College to Jacksonville on this occasion to 
participate in the program. 


On Monday evening it is to be especially noted 
that there is a dinner to which all of the medi- 
cal profession are cordially invited. Following 
this dinner there will be a most interesting exhi- 
bition of sound medical motion pictures. Full 


details of the program will appear later. 
Kenneth A. Morris, Secretary of 
Committee on Local Arrangements. 
SURI EE 

DEATHS OF- MISSISSIPPI PHYSICIANS. 

Dr. W. B. Martin, Indianola; November 23, 
1931; at Indianola. Born Copiah County, Mis- 
sissippi, December 26, 1857. 

Dr. J. T. Crawlep, Kosciusko; Broncho Pneu- 
monia; Carcinoma of Colon; November 26, 1931; 
at Kosciusko. Born Atala County, Mississippi, 
March 9, 1854. 

Dr. J. A. Dilworth, Aberdeen; Acute Dilatation 
of the Heart; Carcinoma of Prostate; November 
12, 1931; at Aberdeen, Mississippi. Born Athens, 
Mississppi, July 3, 1861. 

Dr. A. C. Norman, Braxton; Heart disease; 
Hypertension; Cirrhosis of Liver; November, 1931 
at Jackson, Mississippi. Born Fannin, Miss., 
January 7, 1877. 


JACKSON COUNTY MEDICAL SOCIETY. 


The Jackson County Medical Society met at 
Jackson County Hospital, December 7, and elect- 
ed the following officers for 1932: 


President, Dr. O. L. Bailey, Ocean Springs; 
Vice-President, Dr. R. G. Lander, Pascogoula; 
Secretary, Dr. J. N. Rape, Moss Point; Delegate, 
Dr. S. B. MeclIlwain, Pascagoula. 


Dr. J. E. Beck of Mobile, Alabama, was a vis- 
itor at this meeting and read a most instructive 
paper on “Cirrhosis of the Liver.” 


J. N. Rapt, Secretary. 


CONGRATULATIONS 
Dr. and Mrs. Charles Thomas Burt 
Meridian 
Twenty-fifth Marriage Anniversary 
1906 1931 








BOOK REVIEWS 


Collected Papers of the Mayo Clinic and the Mayo 
Foundation: Edited by Mrs. Maud H. Mellish- 
Wilson, Richard M. Hewitt, B. A., M. A., M. D., 
and Mildred A. Felker, B. S. Volume XXII, 
1930. Philadelphia, W. B. Saunders Company. 
1931. pp. 1125. 


Of the 482 papers published by the investigators 
of the Mayo Clinic and the Mayo Foundation, this 
volume reprints in full 85; 35 others are given in 
abridged form, and 55 are abstracted. The pub- 
lications of the Clinic and the Foundation cover 
many phases of medicine and surgery as well as 
some of the preclinical sciences. Approximately 
one-half of the complete and abridged reprints per- 
tain to conditions of the alimentary tract, while 
the remainder deals with research on the genito- 
urinary system, endocrine apparatus, blood and 
circulatory system, skin, and other organs and 
body regions. The papers are distinguished by 
thoroughness and scholarship, and are of extremely 
practical interest. 

CHARLES MIDLO, M. D. 


Bulletin of the National Research Council. Num- 
ber 83. A Compendum of the Statute Law of 
Coroners and Medical Examiners in the United 
States. By George H. Weinmann, L.L. B. 
Issued under the auspices of the Committee 
on Medicolegal Problems, National Research 
Council. The National Academy of Sciences. 
1931. pp. 240. 


It is the attempt of this bulletin to outline the 
powers and duties of coroners and medical examin- 
ers. The manner of their selection, rules and eligi- 
bility and qualifications, deputy coroners, powers 
and duties of coroners in general, the holding of 
inquests, compensation, fees of the coroner, jurors 
and witnesses, and special statutes relative to medi- 
cal examiners are all considered. The latest obtain- 
able statutes are cited and the cases judged most 
applicable discussed. This book suggests many 
improvements in this field in the several states of 
this country. It discusses the subject in a simple, 
easily readable and interesting manner. It or a 
similar compendum should be on the shelf of all 
those concerned with this subject since it will serve 
not only as interesting reading but also as an in- 
valuable reference. J. W. WituiaMs, M. D. 


High Frequency Practice: By Burton Baker 
Grover, M. D. (6th ed.) Kansas City, Mo., The 
Electron Press. 1931. pp. 625. 


The sixth edition of High Frequency Practice, 
by a man who has devoted the better years of his 
life to the study, the teaching and the practice of 
physical therapy, has been rewritten with the addi- 


tion of a new chapter, “The High Frequency Ma- 
chine” and thirty-two illustrations. 


There are twenty chapters and an appendix. The 
first four chapters comprising 110 pages have to do 
with a consideration of physics and electrophysics. 
These will be hurriedly scanned by the average 
practitioner who is more interested in the thera- 
peutic application. The chapter on surgical dia- 
thermy is by Wm. L. Clark whose technic of elec- 
trodessication is standard wherever electrosurgery 
is performed. A. David Wilmoth contributes the 
chapter on diathermy in gynecology. The author 
quotes from the work of Stewart on diathermy in 
pneumonia. There follows a consideration of the 
therapeutic application of high frequency currents 
to the various systems of the body. The author 
has had considerable experience in the use of auto- 
condensation in hypertension and there is an excel- 
lent discussion of the subject. 


It is regrettable that the bibliography is so short, 
and that the work of specialists in other fields 
employing high frequency currents as adjuncts to 
their treatment is not more fully considered. Ref- 
erence could have been made to a number of recent 
investigations with high frequency currents such 
as the production of hyperpyrexia for the treat- 
ment of paresis and other afebrile diseases. The 
glossary has been revised and a number of the 
definitions conform to those compiled by the Coun- 
cil of Physical Therapy of the American Medical 
Association. 


This volume contains much valuable information 
on the use of high frequency currents in medicine 
and surgery. A copy of this book or one of its 
previous editions is found in the library of prac- 
tically every physician interested in physical 
medicine. 

NATHAN H. PoLMer, M. D. 


Health for Travellers: Hygiene and Health Preser- 
vation in the Tropics, Orient and Abroad: By 
the Staff of the Pacific Institute of Tropical 
Medicine, within the George Williams Hooper 
Foundation for Medical Research of the Uni- 
versity of California; edited by Alfred C. Reed. 
Stacey, 1931. pp. 239. 


This small and handy volume should be of much 
value in diagnostic and therapeutic hints while trav- 
elling and until the aid of a physician is obtained. 


I. L. Rosins, M. D. 


Dynamic Retinoscopy: By Margaret Dobson, M. D. 
London, Oxford University Press. 1931. pp. 56. 


This small book will be read with pleasure and 
profit by any ophthalmologist. Although the ad- 
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vantages of dynamic retinoscopy are emphasized, 
the entire subject is discussed in a complete and 
practical manner. 


In dynamic retinoscopy, the estimation of the 
most efficient correcting glass is made at about 
twenty-four inches, using a small object for fix- 
ation at the same distance. In this way, accommo- 
ration, accommodative convergence, and fusional 
convergence are combined. This the author and 
some others believe to be of material advantage in 
efficiently refracting the eyes. 


The history and fundamentals of retinoscopy 
are explained. Some of the instruments made in 
the United States and England are illustrated. 
The author has devised a retinoscope which has 
multiple small fixation objects arranged in a disc 
attached to the retinoscope head from which they 
are illuminated. 


The various forms of hetrophoria are discussed 
at some length, including the various tests for 
duction and muscle imbalance. 


The subjective symptoms of heterophoria are 
usually closely associated with the co-existing re- 
fractive error. The most efficient sphere cylinder 
lensesin more than 95 per cent of patients cause 
the muscle imbalance symptoms to subside. There 
is a passive convergence insufficiency in myopia. 
In hyperopia and hyperopic astigmatism there is 
an excessive convergence innervation. 


Esophoria is more frequent in the young; ex- 
ophoria in middle life. For non-presbyopic exoph- 
oria of more than six degrees, the author recom- 
mends orthoptic exercises to synchronize the intrin- 
sic and extrinsic ocular muscles. 


Plus lenses repress accommodation and limit 
convergence. Minus lenses increase accommoda- 
tion and induce convergence. A full correction is 
therefore considered advisable in hyperopia com- 
bined with esophoria, and an under correction with 
exophoria. In presbyopia, prisms are suggested 
when the duction power is less than the exophoria. 


Dynamic retinoscopy has marked limitations. 
It usually affords only a rough approximation of 
the cycloplegic one best vision lens obtained by 
static retinscopy and two verifying test. Its 
routine use is hardly justified. When the proper 
sphere cylinder correction does not relieve the 
ocular symptoms which are due to muscle imbal- 
ance, this test with others helps one to better un- 
derstand the underlying motor anomaly and its 
remedy. Cuas A. BAHN, M. D. 


Blood Pressure: 
Andrews, M. D. New York, The MacMillan Co. 


How is Your 


By Clarence L. 


1931. pp. 225. 


This book is intended for the lay individual in- 
terested in or suffering from some phase of blood 


Book Reviews 


pressure malfunction. It covers the etiology, 
physiology, etc. of hypertension and hypotension in 
a very elementary manner. Nevertheless it is too 
complex for the average layman to comprehend. 


There are fourteen chapters comprising the 
volume and much of the material is padded as the 
author allows himself to discuss subjects foreign 
to his title. I think the author is rather liberal in 
some of his normal blood pressure readings. Again, 7 
there is the possibility that the reader may form | 
the opinion that hypertension and hypotension 
always have a recognizable basis. There is also 
the danger that many of the readers will become 


“blood pressure conscious,” thereby becoming poten- | 


tial neurasthenics. 


In conclusion: though the text does have some 
value for a limited number of patients, it is not ~ 
practical for the masses and meets no special need, 


SIDNEY M. CopLanp, M. D. 


PUBLICATIONS RECEIVED. 

P. Blakiston’s Son & Co., Inc., Philadelphia: 
Emergency Surgery, by John William Sluss, A. 7 
M. M. D., F. A. C. S., and John Walter Martin, 
M. D., F. A. C. 8S. 


C. V. Mosby Company, St. Louis: Living the 
Liver Diet, by E. A. Miner, M. D. Allergy and 
Applied Immunology, by Warren T. Vaughan, 
M. D. ; 


The Macmillan Company, New York: Conquer- 
ing Arthritis, by H. M. Margolis, M. D. 


Harvard University Press, Cambridge: Dia- 
betes, Its Control By the Individual and the 
State, by Elliott P. Joslin, M. D. 


The Williams & Wilkins Company Baltimore: 
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